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NEUROSES SOMETIMES FOLLOWING OOPHORECTOMY.* 


BY W. E. B. DAVIS, M. D., BIRMINGHAM, ALA. 


Professor of Abdominal Surgery and Gynecology in Birmingham 
Medical College. 


The views on this subject have been very conflicting and ex- 
treme. The extremists 6n one side have claimed that double 
oophorectomy meant the entire change of the woman’s physical 
and psychic condition, making her unwomanly—even masculine— 
and a nervous and mental wreck, with a loss of all sexual de- 
sire. On the other hand, those of the other extreme have claimed 
that the operation was attended with practically no unpleasant 
phenomena; that the stoppage of the monthly flow only relieved 
the woman of a serious impediment to routine duty and pleas- 
ure; that the inability to bear children was relisht by the ma- 
jority; that there was no loss of sexual power; and that in many 
the sexual desire was greatly increast and the marital relation 
more’natural. Between these extremes there have been all 
shades of opinions exprest. 

That the removal of the ovaries is infrequently attended by 
very distressing phenomena ean not be denied, and that nearly 
all cases suffer some from nervous disturbancs, such as hot and 
cold flashes, palpitation, indigestion, cold hands and feet, etc., 
is a fact; but severe neuroses are the exception. I may say that 
the consensus of opinion is that the operation is attended by very 
much the same symptoms that are produced by the menopause, 
except that the change in most instances is more stormy and of 
less duration. The following from Penrose is a pretty fair state- 
ment of the changes induced by the operation: 

“The woman after double salpingo-oophorectomy experiences 
the nervous and gastro-intestinal disturbances that so usually 
accompany the menopause, the phenomena of which may persist 
for one or two years. 

“The secondary sexual characteristics of the woman—the 
voice, the figure and the growth of hair—are not altered if the 
appendages are removed during adult life. The case may be dif- 
ferent if the appendages are removed in the undevelopt girl, in 
whom the ovarian influence is essential for complete developmnt. 

“The woman loses none of her feminine attractions. 

“The emotions of the woman are unaltered by double oophor- 
ectomy, with the exception of some cases in which the sexual 
desire is destroyed. Sexual desire is dependent upon such a va- 
riety of conditions, both within and without the woman, that it 
is Ciflicult to determine the amount of influence that removal of 
the ovaries exerts upon the feeling. 

“It is undoubtedly true that sexual desire is sometimes de- 
stroyed by the operation. On the other hand, the sexual desire 
is very often restored by the operation, which relieves the former 
dyspareunia or painful coitus.” 

In the great majority of cases the distressing symptoms at- 
tributed to the operation have not been from that cause. Defec- 
tive technic, which left behind suppurating areas, with silk liga- 
tures, which remained months and years before coming away; 
adhesions, with twisting and constriction of the bowel; and dis- 
placement of the stomach—all produce neuroses. The greatest 
source of error is in the conclusions reacht from operations on 
neurotic cases where the nervous trouble overshadows the local 
disease. The patient continues to suffer from her mental and 
nervous disease, with all the disturbances of the climacteric add- 
ed. This class of operations has brought pelvic surgery “some- 
what into disrepute and given the neurologists grounds for the 
great fight they have made against the claim that ovarian dis- 
ease is an important factor in the production of mental and nerv- 
ous troubles. At the meeting of the American Association of Ob- 
stetricians and Gynecologists, at Pittsburg, last year, I made 
the follewing remarks, which are pertinent in this connection: 

“I think that this country, which has Seen foremost in many 
good things, (and particularly the southern portion of it) was al- 
so the cause of much harm in the enthusiasm of surgical pro- 
cedures for the relief of nervous troubles. You will remember 
the late Dr. Batty, unquestionably the father of pelvic sur- 
gcry, who did all of his operations without any knowledge or 
conception of the pathological condition to be relieve:l. In other 


*Read before State Medical Association of Alabama, April 
1899, Mobile, Ala. ‘ 


removed the ovaries in cases which he felt he could not re- 
words, he operated for symptoms. He repeatedly stated that he 
lieve by other treatment. The operation was frequently done 
in cases where there was no local disease with bad results; con- 
sequently the neurologists became prejudiced against surgical 
procedures for the relief of pelvic trouble. No doubt the teach- 
ings of Dr. Batty have led largely to the prejudice that is man- 
ifested by neurologists. Of course Dr. Batty and his followers 
were misled in many cases. We know how hysterical wom- 
en may be operated upon and sometimes be relieved, it makes no 
difference what the operation. An operation on this class of pa- 
tients seems to relieve for a time even tho nothing is removed. 
In our State Dr. Batty operated on a number of cases at the 
institution for the Insane. As gynecologists we know that we 
aecomplish the most good in those nervous cases where we find 
markt pathological conditions. The more local disease we are 
compelled to remove, the sooner the patient gets well; and the 
less the disease and the greater the amount of nervous trouble, 
the slower is the case to recover. Neurologists expect too much 
in cases of pelvic disease that have progrest perhaps for fif- 
teen or twenty years. If these patients do not get relief at once, 
the operation is put down as a failure. We might just as well 
expect a man who has had financial reverses, or who has been 
losing a large fortune for fifteen years, to have his nervous 
system restored by the restoration of his money. We know the 
nervous system does not recover so quickly. Unquestionably, 
in cases where we find markt neuroses, they are instances in 
which the women have a predisposition to nervous and mental 
disease as has been pointed out by the neurologists.” 

Tne above views were endorsed by McMurtry, Reed, Gilliam, 
Carstens and others. Dr. McMurtry said in the same discus- 
sion: 

“The physician who assumes such cases has great responsi- 
bility, as well as an enormous amount of labor in inaugurating 
a system of education to get patients out of this condition. It is 
necesssary to have nurses who are companionable for these 
women and capable of making life worth living, creating a 
healthy atmosphere, inspiring them with healthy ideas about 
life, and doing everything to build such women up, together with 
other remedial measures. A great many of these cases are not 
suitable for surgery, and whenever surgery is resorted to, in 
cases where there is only a slight departure from the normal 
condition, such as endometritis and menstrual disorders which 
may be the cause of the nervous disorder, it is a mistake.” 

The consensus of opinion was that there were but few 
grave nervous disturbances following the operation, except in 
cases of neyrotics; that many cases were operated on for symp- 
toms, gross lesions not being found; that nervous symptoms 
were sometimes cured after such operations, (gross lesons being 
absent) but the cure was due largely to the rest which the pa- 
tients received after operation and not to the operation. 

Many of the cases requiring operation have had their ner- 
vous systems greatly exhausted by prolonged suffering and the 
phenomena following the operation are due to this and not to 
the loss of the organs. It is the mental and nervous state of the 
patient more than the loss of these organs that brings about 
the distressing phenomena attributed to their removal. 

I quote the following from a paper by Dr. B. Sherwood- 
Dunn*: 

“Professor Brown-Sequard believed and taught as a prin- 
ciple of physiology that every gland, whether or not provided 
with excretive ducts, giving to the blood a certain useful prin- 
ciple, the absence of which is felt and made apparent after its 
extirpation or the destruction or modification of its functional 
activity by disease. 

“These various troubles and functional derangements, which 
are constant tho variable in degree, in svomen who have had 
the menopause anticipated by castration, form to my mind one 
of the strongest arguments in support of the glandular the- 
ory. 

“From observation made upon 100 cases operated upon in 
Broca and St. Louis hospitals, at Paris, 1 found that where the 
women had prematurely lost both ovaries, 78 per cent. subse- 
quently suffered a notable loss of memory; 60 per cent. were 
troubled with flashes of heat and vertigo; 50 per cent. confest 
to a change on their character, being more irritable, less patient, 


and some of them so changed as to give way to violent and irre- 


*Transactions American Associaton of Obstetricians and Gy- 
necologists. Vol. X. 
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sponsble fits of temper; 42 per cent. suffered more or less from 
mental depression, and ten per cent. were so deprest as to verge 
upon melancholia. In 75 per cent. there was a diminuition of sex- 
ual desire, and some of these claimed they experienced no sexual 
pleasure: 13 per cent. were not relieved of the pain from which 
they suffered; 35 per cent increast in weight, and some became 
abnormally fat. Some complained of a diminution in the power 
of vision; 12 per cent noted a change in the tone of their 
voice to a heavier, more masculine quality. Some 15 per cent. 
suffered from irregular attacks of minor skin affections; 25 per 
cent. had severe headaches, as a rule increast in intensity at 
the catamenial period. Equally as many complained of night- 
mare, more or less constant, while about five per cent. suf- 
fered from insomnia. In a few cases there existed a sexual 
hyper-excitability not present prior to the castration. I. partic- 
ularly noted a few cases presenting chiefly gastric reflexes, 
where without any premonitory symptoms or apparent cause, 
the stomach would reject food, or even refuse to prepare it for 
intestinal digestion, and the consequent distress following the 
fermentation compelled the patient to seek relief.” 

The views exprest by Dr. Dunn were dissented from by 
those who took part in the discussions. Dr. Carstens said: 

“In many cases we find that the tubes and ovaries have 
absolutely nothing to do with the morbid condition of which 
the woman complains. The trouble lies in the nervous sys- 
tem, the spine, or brain, something of which we know definitely 
nothing. We cannot diagnosticate these cases accurately. Even 
if the ovaries and tubes are removed, the woman does not get 
well; she gets worse and worse; new nervous symptoms are 
added; the bruin becomes affected; she has a weak mind, etc. 
An operation is useless in these cases. There is not one of us 
who does not sce cases every week or two presenting a train of 
nervous symptoms which go from bad to worse. The friends of 
these patients realize that eventually they will become insane, 
and consequently they bring these patients to us, thinking and 
believing there is some trouble with the generative organs. 
Perhaps the woman may have a little pain, or she suffers from 
dysmenorrhea; we examine her thoroly and find no trouble. 
We think an operation will not do any good and therefore re 
fuse to operate. The physician of less experience is apt to 
conclude that there is something wrong with the ovaries and 
tubes, and he is anxious to do an operation, believing that it will 
cure the patient. He operates, the woman apparently recov- 
ers; but she is not cured. Such operations bring surgery into bad 
repute. The symptoms presented by one patient may be due to 
a pus-tube, while in another the diseased condition is entirely 
different. The point I wish to make is this: that the symp- 
toms which Dr. Dunn attributes to removal of the ovaries are 
not due to this at all, and have absolutely nothing to do with 
it. The symptoms.are further advanced than those for which he 
removed the ovaries and tubes, and which the woman had before 
she was operated on.” 

I quote the following from Dr. McMurtry: “I would offer 
my own experience in opposition to the statements made as to 
the subsequent history of women who have had operations 
performed for the removal of the uterine appendages. This is 
very important on account of its influence with the laity. The 
changes described by Dr. Dunn as taking place in the physique 
of women due to the production of the artificial menopause 
are exceptional. I have known them to suffer with the discom- 
forts incident to induction of the menopause, but I have seen 
none of the physical changes that have been described, such as 
change in the voice, the manner, irritability of temper, ete. 
When women have affections, either structural degenerations, 
neoplasms, or intlammatory conditions that necessitate the re- 
moval of the appendages, they are improved in every respect 
by the operation so far as my observation goes.” 

Dr. Cushing stated: ‘With reference to the baneful effects 
of remova! of the ovaries on the mind and disposition, I have 
failed to see them. ‘I have seen many women who have suffered 
after laparotomies, but it was because the uterus was not re- 
moved at the primary operation, or because there were adhe- 
sions or lumps of silk ligatures left. With good, clean surgery, 
and the thoro removal of whatever is diseased, the women do 
not aad from mental, nervous, and neurotic symptoms after- 
ward. 

Dr. Rufus B. Hall said: “The facts are that the nervous 
manifestations following the operation for the removal of the 
ovaries, so far as my own experience goes, do not differ very 
materially from those of the normal menopause, except in a few 
instances in young women. In these cases the nervous mani- 


festations have been more exaggerated and in a large per cent. 
of cases, of shorter duration than those in which the meno- 
pause is normally establisht.” 


The mental state induced by the abrogation of the child- 
bearing function is greater than has been claimed by many. 


For the first years after the operation there may be little con- 
cern on account of this deficiency. Later it often causes the 
patient to become restless, discontented and despondent. In 
one case in which I removed the ovaries in a very nervous 
woman, she afterwards became morbid in her desire to have 
children, and two years after the operation I was informed 
by her friends that she had become a mother. Of course she had 
deceived her neighbors and I did not make any effort to enlight- 
en them. One of Dr. Batty’s patients practist the same de- 
ception. I have operated on young women, and, at the request 
of their families did not inform them of the nature of the op- 
eration. I now have under observation a very beautiful young 
married woman who was operated on four years ago; a portion 
of one ovary being unavoidably left, who still menstruates and 
is looking forward to becoming a mother at some time. She 
was extremely anxious to bear children at the time the operation 
was done and had she been informed of the nature of the 
case it is impossible to determine the amount of mental de- 
pression she would have experienced. 

It has been well said by Kelly that “ovulation and pregnancy 
under suitable conditions are, to a degree utterly unappreciable 
to the male mind, essential elements of woman’s happiness. 
To dwell upon this point would be but to reiterate what any 
attentive surgeon may gather from his daily experience in the 
consulting room, and to rehearse well-known facts in the histo- 
ry of womankind.” 

Young unmarried women who are willing to have any op- 
eration to be relieved of their present suffering, after being 
cured becoine very unhappy and despondent because of the par- 
tial impediment to entering the married state. I have had 
such cases. Some of my patients have never been informed of 
the true nature of the operation by request of the family and are 
happy in their ignorance. ; 

On account of the effect of castration in women it becomes 
a question of importance to determine whether we can in any 
way substitute the lost ovarian tissue, and to this end two 
lines of experiments have been tried. 

E. Knauer (Cen. f. Gyn., No. 20, May 16, 1896, in a commu- 
nication entitled “Einige Versuche uber Ovarientransplantation 
bei Kaninchen) has shown that the ovaries may be completely 
severed from their normal surroundings and successfully trans- 
planted either to a part of the broad ligament, or between the 
muscles of the abdominal wall. 

In one of the rabbits experimented upon and examined six 
months after the transplantation, one ovary excised and im- 
planted in the broad ligament was found as big as a lentil and 
abundantly nourisht, with a normal stroma and numerous fol- 
licles of all sizes containing ovules; a number of degenerated 
follicles were also found, perhaps more than usual. An ovary 
implanted in the fascia of the abdominal wall was only about 
a third its original size, but was in other respects normal. 

The important conclusion may therefore be drawn that the 
ovaries may be transplanted even to a distant point differing 
widely from their normal habitat, where they will not only 
grow, but will also continue to develop normal Graafian fol- 
licles. It still remains to be shown whether these follicles rup- 
ture, and of what use transplanted ovaries may be to the ani- 
mal economy. 

The second line of experimental substitute of the lost ovarian 
tissue is that of feeding to the woman deprived of their ovaries 
one of the various organic juices. This has been tried by R. 
Chrobak (Centr. f. Gyn. N. 20, May 16, 1896.) in a few cases with 
distinctly encouraging results. 

For four years I have preserved an ovary or part of an ova- 
ry in the great majority of cases operated on, and it is grati- 
fying to note the growing sentiment in favor of the conserva- 
tion of these important organs. 


Early this summer at Pius Hospital, St. Louis, Dr. James 
Moores Ball, Professor of Ophthalmology in the St. Louis College 
of Physicians, together with Drs. E. C. Renaud and Willard Bart- 
lett, removed the superior cervical ganglion of the right side for 
one-sided glaucoma. It is presumed that this is the first opera- 
tion of the kind in America, tho it has been quite frequently 
done for the same disease in I’rance. Thus Abadie lately described 
before the Paris Ophthalmological Society a case of hemorrhagic 
glaucoma in a patient who had already lost one eye by enu- 
cleation for the same thing, and whose suffering led him to beg 
the author to remove this one likewise. Instead, Abadie removed 
the superior cervical ganglion of the sympathetic on that side, 
and obtained cessation of all the symptoms slowly and progress- 
ively, even to clearing up the media. 


Medical Summary says: When severe hemorrhage follows the 


extraction of teeth it may often be completely represt by spray- 


ing with ethyl chloride. 
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SURGICAL COMPLICATIONS OF TYPHOID FEVER. 


BY HUGH M. TAYLOR, M. D., RICHMOND, VA. 


Professor of Practice of Surgery; University College of Medicine; Surgeon 
to Virginia Hospital. 


_ What hope does surgery offer patients seemingly or really 
doomed by the occurence of typhoid perforation? It is claimed 
by Murchison that 90 to 95 percent will die. For my own part, 
I am forced to think that a majority of the small number sup- 
posed to have recovered spontaneously were cases of mistaken 
diagnosis—cases of local peritonitis without perforation. Grant- 
ing for the sake of comparison only, that Murchison’s claims 
are correct, and that from 5 per cent to 10 per cent of suspected 
perforations will recover spontaneously, a knowledge of the tri- 
umphs of operative surgery in this field leaves no doubt as to its 
efficiency. 

Dr. Keen* reduces the authenticated cases operated upon to 
60 with 18 recoveries. Since the publication of the above sta- 
tistics, I have had one case to recover after operation and one 
to die. (This last mentioned case occurred only a few days ago. 


LAPAROTOMY FOR PERFORATION—DEATH. 


A young man jhad been sick with typhoid enteric fever for 
six weeks. For the past week his case had been complicated 
by retention of urine induced by a specific urethritis contracted 

*Keen. Surgery of Typhoid Fever, page 227. 

, just before he was taken sick with fever. For.a week it was 

necessary to catheterise him at regular intervals. At 10 a. m. 
he was doing well—pulse 108, temperature 104, no pain, no ab- 
dominal distension, general condition good. At 10:30 he had a 
movement from his bowels and past his water unassisted for 
the first time in a week. Immediately he complained of sharp 
abdominal pain diffused over the whole abdomen. I saw him 
two hours later, when an anxious expression, thoracic breath- 
ing and clammy skin were noticeable, his abdomen being flat but 
rigid, his pulse 180 and temperature 105; and there was abso- 
Inte abolition of peristalsis. This last mentioned symptom was 
carefully lookt for by placing first the ear and then a phonendo- 
scope over every part of the abdomen. The sudden onset of 
pain, rigid abdominal muscles; thoracic breathing, abolisht 
peristalsis and increast pulse rate were the evidences which 
warranted me in diagnosing a perforation and in ordering im- 
mediate preparation for celiotomy. There was no appreciable 
shock, no abdominal distension, no lessened area of hepatic 
dullness, and no reduction of temperature. In two hours from 
the time I saw him and four hours from the onset of symptoms, 
I made a median section. On incising the peritoneum a quan- 
tity of bile-colored serum and fluid feces escaped but no gas. 
On delivering the cecum and last part of the ileum two large 
perforations were found within about twelve inches of the ileo- 
cecal junction. The perforations were about four inches apart, 
both involved the convex surface of the bowel and both were 
ugly leoking lesions. The largest was almost as large as a sil- 
ver quarter and the smaller as large as a dime. For some dis- 
tance around the larger opening the tissues were thickened and 
indurated to such an extent that a resection was seriously con- 
sidered. Both lesions were, however, closed by deep and super- 
ficial sutures. Prolonged irrigation, washing and wiping of in- 
testines and cavity was prastist. (Even in this short time, four 
hours, membranous flakes were deposited around and near the 
bowel perforations.) Gauze drainage was freely used and the 
abdomen closed. Altho not more than fifty minutes were con- 
sumed in the operation, the patient reacted badly and at least 
two quarts of hot saline solution were administered under the 
skin and hot coffee and whisky by the rectum together with 
morphine, strychnine, digitaline, camphor, ete., hypodermically. 
During this condition of shock he sweated profusely. Six hours 
after the operation, the house surgeon reported that he had used 
the catheter but had only found a few teaspoonfuls of urine in 
the bladder. This surprised me in view of the quantity of hot 
saline left in the peritoneal cavity and the quantity administered 
under the skin. I instructed that the catheter be used every 
three hours and this was done until his death which occurred 
nine hours after the operation. In that time not more than a 
tablespoonful of urine was ‘secreted. ‘As far as I can tell this 
patient died from suppression of urine, probably traumatic in 
origin and aggravated possibly by acute gonnorrheal infection. 
A post-mortem found the peritoneum dry and no increast evi- 
dences of peritonitis. The result of this case was a great dis- 
appointment, as operative intervention was undertaken within 
four hours from the first onset of symptoms and 1 counted my- 
self as being exceptionally fortunate in getting into the abdo- 
men early, and equally so in completing the operation in a rea- 
sonably short time. 


LAPAROTOMY FOR PERFORATION— RECOVERY. 


Several months ago I met with a case of perforating typhoid 
ulcer equally as interesting, in fact more so, for the reasons that 
the diagnosis was made under more obscure manifestations and 
that the operative intervention was successful. ‘This case has 
been mentioned in several journals as an extract from a clinical 
lecture. According to Dr. 'W. W. Keen’s statistics this success 
made 61 operations with 14 recoveries. I am sorry since my ex- 
perience within the past few days the table will have to read 62 


oprations and 14 recoveries. 


A little boy had been sick with a typical typhoid fever for six 
weeks, had been convalscent for ten days and again had fever 
for two weeks and again free from fever for several days. He 
was reported to have past a comfortable night but awoke early 
complaining of some pain in his abdomen and had an action. 
His mother thinking he needed it gave him a teaspoonful of 
syrup of figs. This was, however, promptly vomited and several 
times during the next few hours spells of vomiting occurred. 
One more attack of sharp pain which lasted only a few minutes 
was experienced and after that time the child insisted that he 
was all right and ‘had no pain. Such was the report on my visit 
at 11 o’clock, four hours after the first attack of pain, and I of 
course recognized suspicious symptoms of intestinal perforation. 
The child, however, did not look sick enough at that time to 
justify such a suspicion. He exprest himself as being without 
pain and his untroubled countenance confirmed this assertion. 
There were no evidences of shock and those who saw him at the 
onset of the sharp attack could not say that even then he pre- 
sented any of the symptoms of shock. His pulse was now 115 
and his sublingual temperature was 101 F. Respiration was not 
noticeably increast and his morate was exceptionally good. 
Thére was, however, some appreciable rigidity of the abdominal 
muscles. An absence of fever for several days, the sudden onset 
ef pain and vomiting, a recurrence of fever and rapid pulse, plus 
the abdominal rigidity and obolition of peristalsis was the group 
of symptoms which made me fear a perforation. Per contra. 
was the short, sharp attack of pain, merely peristalsis incident 
to having action? Was the vomiting due to acute indigestion 
and the dose of syrup of figs? Was the fever and increast pulse 
rate a product of ptomain production and absorption within the 
intact intestinal tract? Was the muscular rigidity voluntary 
contraction incident to the fear of pain or from real pain due to 
an irritated peritoneum? It is common experience in typhoid 
fever to have pain sine perforation, tympamites is the rule, not 
the exception, while tenderness on pressure, notably in the ileo- 
cecal region is commonly experienced. Time and again I have 
viewed with anxiety just as typical symptoms of perforation as 
these mentioned, in which the results showed no perforation to 
have occurred. I am dwelling so minutely on the symptoms. 
manifested to impress the fact that perforation may co-exist 
with very minor early manifestations, or in fact (as has been 
observed by others) with no symptoms at all, and to impress 
the idea that what is needed in this phase of abdominal surgery 
is an improved diagnosis rather than an improved operative 
technic. A second visit two ‘hours later, eight hours from the 
beginning of the acute symptoms, did not lessen my apprehen- 
sion as to the serious nature of the case. There was no notice- 
able change except that his pulse had increast to 125, his rectal 
temperature had fallen to 100.5. Twelve hours from the onset 
of alarming symptoms there were more markt symptoms of ser- 
ious intra-abdominal trouble but still classical symptoms were 
not conclusive. The face of the child was not expressive of im- 
pending danger, its respiration was not disturbed, hepatic dull- 
ness was not obliterated, vomiting was not at all frequent, pain 
anéd restlessness were not significant. To offset these favorable 
indications his abdomen was still to some extent rigid and, what 
was especially ominous as it is in all serious intra-abdominal in- 
fection, his pulse was now 140, while his rectal temperature was 
only 100.5 degrees. The increasing pulse-rate and decreasing 
temperature suggested ptomain absorption from sepsis and 
shock and reduction of temperature incident to shock of sepsis. 
A confirmatory incision was agreed upon. I incised over the 
ileo-cecal region because of the known fact that a large major- 
ity of typhoid perforations are found in the ileum within 18 
inches of the ileo-cecal junction. On incising the peritoneum, a 
quantity of sero-purulent fluid escaped from the peritoneal cav- 
ity but no gas. The cecum was quickly delivered and not more 
than twelve inches of the small bowel were examined before the 
puncht-out pencil-sized hole in the ileum was discovered. There 
was but little if any appreciable inflammatory change about the 
intestinal lesion. In fact it lookt as if a cobbler’s punch had 
been driven into a healthy bowel. To close the opening with 
deep mattress of Lembert sutures was the work of a few 
minutes. The technic incident to wiping the bowels of deposits, 
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irrigating the peritoneal cavity, applying drainage, and complet- 
ing the operation in all of its details occupied only thirty min- 
utes. This last fact is mentioned to impress the idea that the 
technic of dealing with typhoid perforations may in some in- 
stances be very simple and quickly completed. The ultimate 
outcome in this case was an uneventful recovery. 

It may look like desperate surgery to subject to celiotomy 
the cadaverous looking patient ill with typhoid fever for weeks 
with the added prospect of prolonged anesthesia, etc. Granting 
that it is formidable surgery, it is inevitable death without it and 


it is criminal practice to withhold a means that has saved 14. 


eases in 62 operations in the face of an alternate that can offer 
ne beiter results than a majority of 100 (or even 90) per cent. 

COLOSTOMY DURING TYPHOID FEVER, RECOVERY. 

A middle aged woman had been sick with enteric fever for 
four weeks. The case had been typical in all respects except 
that constipation had been markt—so much so that high enemas 
medicated with ox-gall, glycerine, turpentine, peppermint water, 
etc., had to be used. This treatment had the effect of bringing 
into the lower bowel great masses of partially inspisated fecal 
matior. which kad to be removed by the nurse with 
her finger in the vagina and rectum. There had been a 


great deal of tympanites, and pain, hemorrhage and 
perforation were anxiously watcht for. On Staurday 
evening her temperature was 103%, pulse 108, gen- 
eral condition satisfactory. One’ profuse intestinal hem- 


orrhage that night must have been fatal but for the prompt use 
of subcutaneous injection of saline solution, strychine, etc., given 
by the nurse. The shock incident to this hemorrhage brought 
the temperature down to normal and ran the pulse up to 150. 
The depression continued for 24 hours. At the end of that time 


the patient’s abdomen began to be markedly swollen and high |. 


enemas were ineffectual in reducing a passage of either gas or 
fecal matter. In spite of all resources for her relief the disten- 
sion became so great and interfered to such an extent with 
respiration that death seemed a question of only a few hours. 
The distension was within the intestines and evidently mechani- 
eal, as we could notice thru the thin abdominal walls coils of 
distended bowels and there was exaggerated peristalsis. As a 
last resort an enterostomy or colostomy was decided to be im- 
perative, hoping thereby to empty the bowels, relieve the press- 
ure and tide the patient over the crisis. An incision in the right 
inguinal region was made, the first nuckle of distended bowel 
presenting was delivered and fastened by safety pins in the in- 
cision. The bowel caught proved to be a loop of the ascending 
colon and was securely fixt by two pins past transversely so as 
to include the lips of wound and bowel—no sutures were used 
but gauze strips were packt around the protruded bowel to pre- 
vent leaking into the peritoneal cavity. The bowel was then 
incised transversely to its long axis and a drainage tube (large 
size) introduced with the bowel on the stretch and secured by a 
safety pin including bowel and tube. The technic was so simple 
and so quickly done that no shock either from the ‘general anes- 
thesia or operation was appreciable. As is usual in such cases, 
there was not the great outpour of gas and fecal matter one 
would expect, but by flushing the bowel with saline, a free dis- 
charge of gas and fluid feces occurred with almost immediate 
relief to the patient. Lavage of the bowel also had the effect 
of bringing the temperature down from 140 to 101 degrees. 
Several days after the colostomy was performed, a segment of 
bowel situated above the umbilicus became enormously dis- 
tended and could not be emptied by irrigation thru the tube, or 
by syphonage of the stomach or rectal enematas. Finally this 
local distension became so great and prest so seriously upon the 
lungs and heart that another opening in the bowel was contein- 
piated. As the mass was so very tympanitic and was probably 
the transverse colon, I concluded to pass a small aspirator 
needle into it. This I did, entering the needle obliquely, and had 
the satisfaction of hearing the gas rush out and in seeing the 
mass collapse as if a balloon had been punctured. From this 
time on the case pursued an uneventful course. The obstruction 
which was either a volvulus or fecal impaction at the sigmoid 
was overcome. ‘The colostomy remains, of course, to be cured 
by a plastic operation. 

To my mind this case represents a life saved by prompt 
surgical intervention.. Not so much by my own limited experi- 
ence as by the experience of others, 1 am convinced that we do 
not value as we should, the life-saving possibilities of either an 
enterostomy or colostomy in desperate cases of ileus. It is a 
treatment which may tide the patient over an immediate crisis, 
is easy of execution, and can be done jvith local or short gen- 
eral anesthesia. [t is useful alike in acute obstruction mechan- 
ically induced or in that due to septic paresis. 

Apart from the relief incident to emptying the distended 
bowel by irrigating the intestines, we lessen the ptomain produc. 


tion within the intestines and systemic infection from this 
focus. More than one clinician has imprest the idea that a pa- 
retic bowel is no longer a sewer, but is really a reservoir full of 
infection and that in septic peritonitis we have only done a part 
that is needed when we irrigate and drain the septic peritoneal 
sac. Complete surgery can only be accomplisht by incising and 
emptying the distended bowel. In the hands of quite a number 
of practitioners this practice has been attended with very en- 
couraging results. 


MYOMECTOMY IN A PREGNANT UTERUS FOR OBSTRUC- 
TION TO LABOR. 


BY GEO. H. NOBLE, M. D., ATLANTA, GA. 
Superintendent Private Infirmary for Abdominal Surgery and Diseases of 
Women; Gynecologist to Grady Hospital. 


On March 25th, 1899, the writer did myomectomy on a pa- 
tient four and a half months advanced in pregnancy for a fibroid 
tumor three inches in diameter. 

On examination prior to her pregnancy the tumor was found 
low down on the posterior wall of the uterus which was, by rea- 
son of the increast weight, retroverted. Just before the operation 
the tumor was found in the same position, much enlarged but the 
uterus developing above it placed it in a position to cause a posi- 
tive obstruction to labor; that is: directly in advance of the fetus. 

The situation was clearly outlined to the patient and her hus- 
band, who after considering the dangers, announced that they 
preferred the removal of the tumor to evacuation of the uterus 
and subsequent myomectomy as they were anxious to preserve 
the life of the fetus and at the same time wisht to avoid the 
necessity of two operations. 

There is nothing of special interest in the case except that it 
is the only myomectomy in pregnancy knowingly done for ob- 
struction to labor that is within my knowledge, and that the 
softened uterine tissue necessitated extreme care in incision and 
suturing the wound. This will be appreciated by those who have 
observed the cutting of the pedicle by the clamp in the Porro 
operation. 

Being fortified with these facts the incision was made much 
smaller than necessary for eneuclution and was enlarged by 
stretching as the tumor was drawn thru it. 

The incision was closed by a single suture in two tiers: the 
lower being entered at the angle of the wound one-half inch from 
its margin and past entirely down to the capsule, which was 
whipt together making a buried suture; the same thread being 
then returned on the surface of the wound whipping muscular 
tissue and peritoneum in each loop and finally the two ends were 
tied together at the point of entrance. This suture I think was 
introduced by Goffe, I saw it first in the International Journal 
of Surgery. It is a good one and een oozing much more 
readily than the interrupted suture. 

In this case there was but very little Sheeting: fortunately, 
as almost no tension could be put upon the suture; the strain of 
ordinary sutures would have cut out completely. Blanching of 
the tissue was produced much more easily than in the non- preg- 
nant uterus. 

She made an excellent recovery, not having the slightest 
eause for uneasiness, no uterine contractions or any post-opera- 
tive distress. 

She remained in bed four weeks, leaving my private infirm- 
ary in the fifth week, traveling without discomfort over a thou- 
sand miles to her home. 

Myomectomy is not to be recommended in the pregnant uterus 
except to relieve obstruction to labor, as in this case. When the 
tumor does not constitute an obstruction it is not apt to become 
troublesome, tho such growths may occasionally cause hemor- 
rhage after delivery. Pregnancy is not a barrier to the removal 
of ovarian tumors that are dangerous in labor; it is really quite 
a common operation even after pregnancy has advanced to five 
or six months. The writer successfully removed a dermoid 
tumor that was filling the pelvis of a patient seven and a half 
months advanced, without interrupting pregnancy. 

Myomectomy in the earlier months, when delicately and skil- 
fully performed for obstruction is admissable, provided there is 
no history of irritable or susceptible uterus as the latter would 
surely be stimulated to contract and throw off its contents. In 
such cimcumstances evacuation of the uterus with myomectomy 
after recovery is safer as danger to the uterine incision would be 
considerable in case of miscarriage, especially if the tumor is 
deep seated or if there is but a thin septum between the uterine 
wound and the uterine cavity. The thinner the septum the greater 
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danger of rupture or hemorrhage before the fetus extrude thu 
the cervix. 

This case is placed on record to show what a resource may 
be employed in certain cases. 

(In a note dated September 10, Dr. Nolte says the husband 
of this patient writes him that the patient completed her term 
and was delivered without trouble some days ago.—Editor.) 


: CARCINOMA UTERI FOLLOWING A CERVICAL 
LACERATION.* 


BY AUGUST SCHACHNER, M. D., LOUISVILLE, KY. 
®rofessor of Principles and Practice of Surgery in the Louisville Medical College. 


This specimen is a uterus removed a few days ago, and is a 
little remarkable from its appearance of being innocent in char- 
acter. It is a carcinoma uteri. 

I was called by a very careful general practitioner to.see this 
woman; she was the mother of three children; she had a lacera- 
tion of the cervix during the birth of her last child six years ago. 
This laceration was detected and I was called to operate for a lac- 
eration of the cervix. When the patient was put in proper position 
for the examination and the cervix exposed, everything lookt 
very suspicious; the laceration could be seen and bled so freely 
when toucht that I snggested to her physician that in lieu of 
doing an operation for the repair of the laceration the better plan 
would be to excise a small particle of it to be placed under the 
microscope to confirm our suspicions. When the specimen was 
examined it was found to be a carcinoma. 

The lesson to be drawn from the case is simply this: That 
whenever a woman is delivered and a laceration of the cervix 
occurs it should be repaired within a reasonable time afterwards, 
as these lacerations while in themselves comparatively innocent 
in their nature are apt to lead to carcinomatous processes later. 

The only two points I want to make are, the innocent ap- 
pearance of the specimen, and that these apparently trivial 
eauses—lacerations— about the cervix ought to be attended to, 
not that in themselves they are so important, but they some- 
times lead to very serious consequences. 

This uterus was taken out by the abdominal method includ- 
ing as much of the broad ligament as I could remove safely; 
also the upper part of the vagina was carefully dissected away. 

The patient is forty-five years of age. 


DISCUSSION. 


Dr. Carl Weidner:—I am simply reminded by Dr. Schachner’s 
report about the last meeting’s discussion and what was said 
concerning malignant growth springing from previously diseased 
tissues. I think Dr. Schachner’s statement might be modified 
more correctly by saying that in every woman of advanced 
period of life the surgeon ought to be particularly careful in re- 
pairing any slight laceration, than to say that this applies to 
every case. I think during that period of life, between, say forty 
and fifty, these troubles ought to be investigated more closely 
than at any other time. It is nly rule in every case to examine 
the woman a certain@time after delivery to ascertain whether 
there has been a tear. I have reported one instance where 4 
‘woman in three months after delivery developt a carcinoma 
which filled the entire vagina, causing a tremendous loss of blood 
and death in a short time. 

Dr. T. P. Satterwhite:—It is very important that a few months 
after delivery every woman should be examined to see whether 
injuries or tears exist, and if so they should be corrected. 1 
agree with Dr. Schachner that it is possible these lacerations be- 
ing irritated take on inflammatory action and may lead to malig- 
nancy which might have been prevented by relieving the original 
trouble. - 

Dr. August Schachner:—I quite agree with Dr. Weidner that 
the age of the woman has much to do with the matter, but I see 
no reason why the young woman should not be given the same 
safecuard as is thrown about the older one. While malignancy 
may be more apt to follow cervical lacerations in women of ad- 
vanced age, still the fact remains that a woman may receive 
a tear at any age which may result in malignant process later 
on, so I do not believe what the doctor has said will hold good. 
The age of the woman makes her more liable to malignant dis- 
ease, but there is no reason why the younger woman should not 
receive the same protection as the older one. 


*Reported to the Louisville Clinical Society. Stenographically Re- 
ported for this Journal by C. C. Mapes, Louisville, Ky. 


TREPHINING FOR TRAUMATIC EPILEPSY.* 


BY W. O. ROBERTS, M. D., LOUISVILLE, KY. 
Professor of Surgery and Clinical Surgery in the University of Louisville. 


Case 1—A young man twenty-one years of age was sent to me 
by Dr. Turner from Green county, Kentucky. Fifteen years ago 
he was struck on the head by an arrow with a loaded end, which 
had been shot up in the air; when it came down it struck him near 
the center of the top of the head, a little to the right of the me 
dian line. He was not laid up long following the injury. The 
doctor said his skull was fractured. This was treated on the ex- 
pectant pain, and he had no trouble from it until about ten years 
after receipt of the injury, when he began to have epilepsy, and 
he has been having it steadily ever since, the attacks varying 
from one to three per week. 

I exposed the surface of the skull beneath the sear and found 
there a depression. I did not know how deep this depression was, 
whether it went thru the bone, whether in involved the inner 
table, nor what was the condition of the membranes beneath it. 
I trephined him, and in doing so the trephine opened the longi- 
tudinal sinus. The blood poured out of the opening, which I 
immediately packt with iodoform gauze, and the hemorrhage 
was arrested very readily. This packing was left in until the 
second day, when I removed it, and in doing so the bleeding re- 
curred. It was repdckt, and at the end of three days I carefully 
removed a portion of the gauze, part of it being allowed to re- 
main; two days later it was all removed, and there was no fur- 
ther recurrence of the hemorrhage. 

The man never had an elevation of temperature following the 
operation except once, and that was the day after the operation, 
when it went up to 100 F. He remained here two weeks, and at 
the end of that time the wound was nearly healed. He has had 
no recurrence of the epileptic seizures. What the final result 
will be I cannot say. 

I was struck with'the ease with which hemorrhage from the. 
longitudinal sinus was arrested. This is the first time, in all the 
operations that I have performed upon the head, that the longi- 
tudinal sinus has been opened, and I was almost certain that I 
would open it in this instance; but from what I had read on th 
subject I felt satisfied that the hemorrhage could be easily stopt, 
and such proved to be the case. 

Case 2.—This was a man aged twenty-six years, who fell 
some distance, his head striking against a rock. That was when 
he was a child. Ten or fifteen years after receipt of the injury 
he began to have convulsions. These convulsions would fre 
quently occur at night, and were always preceded by pain at the 
site of the wound. He said the pain would start there and run 
over the head, then the convulsion would come on. He has been 
having these convulsions every day for several years. 

I cut down at the site of the wound and found the cicatrix 
firmly adherent to the skull. This was dissected up, and I could 
then feel a decided irregularity of the skull, so I went on and 
took out a button of bone, thinking I might find some condition— 
possibly a splinter of bone or an exostosis of the inner table—to 
account for the trouble, but I did not, and the dura matter seem- 
ed to be healthy. There was some bleeding from a vessel in the 
dura mater, which was arrested with a suture of catgut. 

The man has gotten along very well since the operation. 


*Reported to the Louisville Clinical Softy. 


FOREIGN BODIES IN THE INTESTINE AS A CAUSE 
OF PERFORATION.* 


BY BERTHOLD E. HADRA, M. D., SAN ANTONIO, TEX. 
Formerly Professor of Surgery in the Texas Medical College. 


Surgical literature contains but few references to cases of 
perforation of the bowel by foreign bodies within its lumen. It 
is probable, however, that many such cases have been overlookt, 
or mistaken; that if such accidents were more systematically in- 
cluded in the list of possibilities in a differential diagnosis a quite 
remarkable frequencey would be the result. 

Such foreign bodies naturally find entrance thru the natural 
alimentary doors. After their entrance it usually takes a long 
time before the consequences call for medical or surgical inter- 
ference; by which time. quite often, the connection between the 
accident and its remote results may have been lost. For example: 

A spicule of bone may be swallowed, and the incident forgot- 
ten if no immediate ill consequences appear; weeks or months 


*Abstract of a paper read at the South Texas Medical Asso- 
ciation. 
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afterward the effect may be noted, and in such form as to baffle 
all diagnostic ingenuity.7 

Bodies that are perfectly smooth and fine, like needles, have 
beer. known to travel thru the whole body (after passing thru the 
intestinal wall somewhere without doing much harm; whilst 
more massive or rough objects will be caught in their attempt to 
break thru the bowel wall, and will have to slowly work thru by 
ulceration. They will hereby irritate the continuous or contigu- 
ous tissues, produce an adhesive inflammation, and by progress- 
ing in their travel get out of their original location, either allow- 
ing the hole in the bowel wall to close behind them, or less often 
leaving a permanent opening thru which bowel contents will es- 
eape, producing then an abscess, which may persist indefinitely 
if it has become well walled off from the general abdominal cav- 
ity. The body itself may remain in the abscess, or may escape 
thru the bowel or come to light after the most venturous travel. 

Two cases in my own practice are of interest in this connec- 
tion, tho in neither was the foreign body found. 

An elderly lady suffered for many years from a kind of irreg- 
ular bowel disorder, with pains in the right abdominal side. She 
never had any “female trouble,” neither had she had any acute 
bowel disease. Only occasionally she would feel a little feverish 
towards evening. Examination revealed a hard mass to the 
right of, and about two inches below, the navel. It could also 
be reacht from the vagina when prest down. It had no connec- 
tion with any pelvic or abdominal organ. Operation disclosed the 
existence of a mass consisting of two shanks of a thickened 
loop of small intestine. When they were detacht from each other 
a perforation was easily seen in each, and opposite to each other, 
obviously having been tightly adherent. The piece of intestine 
containing the two holes was resected, and she made a slow but 
perfect recovery. In the absence of any other explanation, I 
deem it a case of perforation by a forign body, which had pene- 
trated the intestinal wall, had caused adhesive peritonitis with 
the contiguous wall and finally perforated this also, leaving a 
permanent fistula (or natural lateral anastomosis) between the 
two pieces of intestine, with irritative thickening of the surround- 
ing tissues. 

A very similar case was that of a young Italian woman who 
had been subjected to very vigorous “uterine treatment” for a 
supposed endometritis and oophoritis. The parts were so much 
inflamed that I, too, was misled, and performed oophorectomy 
on the right side, where the pains were most severe, and where a 
swollen ovary was found. As she did not improve and the signs 
of a chronic appendicitis becoming pronounced I opened the ab- 
domen for this. There was an adhesion of the cecum to a loop 
of small intestine about two inches from the appendix; an abscess 
eavity walled in by adjoining intestines, due to a perforation in 
the cecum and a smaller one in the small gut, the appendix being 
normal. The holes were stitcht carefully, the abscess cleaned, the 
appendix removed and belly closed with drainage. She made a 
slow but perfect recovery. 

Perforations of the appendix are undoubtedly due to foreign 
bodies, tho probably are not so commonly as popularly believed. 
Hard fecal masses (concretions) are -here most frequent, causing 
either a free perforation into the peritoneal cavity with a gen- 
eral peritonitis; or a walling off by omental or intestinal adhe- 
sions and the formation of an abscess; or rarely ending by ab- 
sorption. 

In hernia, too, fggeign bodies may cause trouble. A case of 

7There is great consolation in this assertion by so eminent a 
surgeon as Dr. Hadra.In my early experience 1 was called to see 
a boy of ten years who was suffering from intense pelvic pain 
and retention of urine, following a general malaise of some 
weeks. On my arrival I found I had no catheter small enough 
te draw the urine whicl. had accumulated for more than twenty- 
fouc hours, and was therefore compelled to drive fourteen miles 
back to my office for the proper instrument. Before going, how- 
ever, I tried every expediment to secure urination, administering 
one-eighth, grain of morphine hypodermically, putting the boy in 
- avery hot bath to secure perfect relaxation, etc. Besides, I 
made a most careful examination, including the anus (for pin- 
worms), to discover if possible the cause of the retention, and 
of the on-coming peritonitis, without avail. During my absence 
the boy himself discovered and, with much howling, removed 
from the rectum the whole of the breast bone of a young chicken! 
This had remained in the rectum long enough to cause ulceration 
and perforation of the gut and sufficient erosion of the bladder 
as to rupture it in the lad’s efforts at removal. The resultant 
vesico-rectal fistula healed promptly and the boy’s ill-health rap- 
idly disappeared. I have always blamed myself for my stupidity 
in not finding the cause of the retension; therefore Dr. Hadra’s 
statement comes as a consolation twenty years after.—Editor. 


import in this connection is this: An Italian, male, aged 65 years, 
was admitted to the San Antonio City Hospital with an incarcer- 

ation of an old inguinal hernia; there had been many futile at- 
tempts at reduction, lasting four days. The contents of the her- 

nia were evidently omental, but there was also a very hard tumor 
in it of about the size of a hen’s egg, which I could not interpret. 

The operation consisted of tying off an omental mass containing. 
that tumor, and, of course, in adding the closure of the canal. 

That tumor consisted of firm fibrous tissue, covered with omen- 

tal fringes, and after dividing it a slim bone—I presume from'a 
fowl—about two inches long presented itself imbedded in the tu- 

mor. There is evidently no other explanation but that the bone,. 
after perforating the intsetinal wall, became surrounded by omen- 

tum, and that the long lasting irritation had led to the thickening 
of the latter. 

I wish to add a few words as to intesiinal perforation by for- 
eign bodies in another locality, because it is of still more prac- 
tical importance: Those occurring in the rectum. These are not 
at all rare; but there is, especially, one form which is sometimes. 
very obscure in its features. It is the perforation of the posterior 
rectal wall above the so-called pelvic diaphragm; say above the 
line of the coccyx. A body gotten in there has little chance to 
free itself. It is too difficult to get downwards thru the muscles 
and fascia, and from getting back into the rectum it is mostly 
prevented by the formation of a pocket in which it is caught. 
Thus these cases are nearly always very formidable and long- 
lasting. Some in my practice have presented themselves as 
chronic periproctitis, inflamed hemorrhoids, rectal ulcers, etc., 
and only very late in the history of the case the right diagnosis 
was made. It was even then necessary to lift the posterior rec- 
tal wall in a number of cases, and to cut thru the diaphragm, and 
also to remove the decayed coccyx. Nor did I always succeed in 
finding the foreign body. One case, tho, which I attended to last 
year was crowned with success at once. It was a patient who 
came from a California hospital to ours in San Antonio. He had 
been operated on several times for periproctitis and other 
troubles. Still, he was no better. This anus was surrounded by 
stiff, inflamed tissues, and they reacht up several inches in the 
rectum. Under chloroform, a fistula was detected in the posterior 
rectal wall about two inches high. This was freely incised 
downwards, and with a great amount of debris, a fish scale came 
away. He then slowly recovered. 


FRACTURES OF THE RIBS. 


BY EDWARD BORCK, A. M.,M. D., RED BUD, ILL. 
Late of St. Louis, Mo. 


I will not attempt to write a long essay upon fractures of 
the ribs, nor do I desire to head my article, “The Treatment, 
etc., etc.,”” but will simply state my own experience and observ- 
ations obtained during an extensive surgical practice of many 
years in a large city. 

I found that these fractures are in general oblique, break 
near the middle, are angular—either inward or outward—seldom 
are overlapt. I further noticed that in the majority of cases 
more than one rib was broken, from the fourth to the seventh 
predominating. If only one rib was fractured it was universal- 
ly the seventh. 

In my early career I followed the text books of 40 years ago, 
viz: rest in bed, bandage around the chest, with or without 
pads here and there, opium to stop the pain, etc., etc. (we still 
find the same copied into our late “modern” works). Instead 
of a bandage a towel was often (too often) substituted. I saw 
a good number of cases where the wife or mother had been 
told to put a towel around the chest, opium was prescribed, pa- 
tient kept in bed and in misery for two or three weeks and 
longer. Result!—satisfactory (7) in different degrees to all con- 
cerned. 

However, I soon learned that if the patient would elevate 
and extend his arms above his head, the pain would stop and 
the ribs would almost adjust themselves, with very little assis- 
tance from the surgeon. 

Here is my method to keep them in place: I put my pa- 
tient upon a stool or allow him to stand erect, I fasten into the 
ceiling or doorframe over his head a pulley from which is sus- 
pended an ordinary trapeze; let him grasp the bar with both 
hands, and have him slowly elevate and extend his arms above 
his head, assisting him with the pulley in one hand, and direct- 
ing him to breathe easily and slowly. If necessary, I help with 
my other hand in bringing the fragments into apposition; if the 
angle is outward, a slight pressure upon it with the flat hand 
will answer; if inward the pressure must be applied to the ex- 
extrelmltes near the sternum and vertebrae. As soon as the frag- 
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ments are in proper position the pain will cease, when the 
rope is tied somewhere and the patient kept quiet until the 
dressing is put on, which consists (according to circumstances) 
of a soft pad of absorbent cotton, between the ribs, i. e., is 
upon the intercostal space, and never upon the ribs. I have my 
plaster of Paris bandages ready (these are the only fractures for 
which I employ this material; some other kind may do as well); 
the patient is again directed to take slow and deep inspiration 
and expiration and at the close of each expiration I make a quick 
turn with the bandage around the chest, beginning over the 
lowest fractured rib and continuing until I have finisht a light 
Sayre’s jacket. After the dressing is dry the patient is releast. 
He may then go to bed, or rest in a chair, and In a short time 
thereafter can walk about with comfort. For example I will 
give two cases: 

1. A pLysician friend of mine fractured two of his right 
ribs. With the above treatment he resumed his practice on 
the third day. 

2. A police officer had his Sth, 6th, and 7th ribs fractured. 
By use of the above described apparatus he resumed duty on 
the 4th day. 

I never kept a patient in bed with broken ribs. The treat- 
ment above set forth proved all that could be desired in uncom- 
plicatel cases, and gave thoro satisfaction to all interested. 

But do remember the important points; elevate the arms 
above the head’ before applying any dressing; have the ban- 
dages, of whatever material selected, snugly applied, and not 
so tight as to prevent the patient from breathing lightly with 
his chest. 

The apparatus can be removed in 12 or 15 days. 


ACUTE GENERAL PERITONITIS FROM A SURGICAL 
STANDPOINT.* 


BY RICHARD DOUGLASS, M. D., NASHVILLE, TENN. 
Professor of Gynecology and Abdominal Surgery in Vanderbilt University. 


At the outset it may, for all practical purposes, be admitted 
that all peritonitis is of bacterial origin; yet it still must be said 
that there occurs a respectable percentage of cases in which the 
most rigid examination fails to disclose the presence of micro- 
organisms. Hartmann and Moreau recently reported such a case 
in detail. Of 110 cases’ bacteriologically classified by Flexner, 
there were twelve cases which he was obliged to consign to the 
“idiopathic” group. It is true that in all of these patients there 
existed conditions predisposing to peritonitis, such as cardiac, 
renal or hepatic disease. In the intensely septic, mycotic form 
of peritonitis their absence may be accounted for by the fulmi- 
nant type of the disease, death occurring from acute septic in- 
toxication before colonies of bacteria are well establisht. 


Any effort to individualize the presence of a distinctive, or 
specific bacterium—to connect its presence with the definite 
pathologic phenomena and characteristic symptomatology of peri- 
tonitis is as yet futile. Mikulicz claims that all forms of peri- 
tonitis run practically the same clinical course regardless of the 
bacteria that cause the attack. There is a law laid down by 
Maloz to the effect that if the peritonitis is of intestinal origin, 
the colon bacillus will be found as the bacterial cause; if it is of 
uterine origin. that is, connected with abortions or labor, one will 
find the streptococcus. It is asserted that the colon bacillus con- 
stitutes nine-tenths of the bacteria of the digestive tract, that the 
colon is its natural habitat and that while in the colon it is prac- 
tically inocuous; but it is a source of great mischief under certain 
conditions. Its behavior upon gaining entrance to the peritoneal 
cavity depends upon many circumstances, this bacillus having 
many morphologic conditions, many forms and stages. The con- 
stancy of its presence in peritonitis, (since the demonstrations of 
Welch and others of its capacity of transmigration thru the 
bowel) has led many to attach to it great significance as an etio- 
logic factor, but its association with other forms of micro-organ- 
isms renders the first proposition of Maloz null and void. If we 
interpret Maloz’ law corectly, the absence of streptococci would 
eliminate the possibility of peritonitis being of puerperal origin. 
In rebuttal of this idea, Winckel may be quoted, where he says, 
“Kroenig examined all parts of the uterus of a woman dead from 
saprophytic infection and found not only the superficial thrombi 
at the placental site thickly filled with bacteria, but also the ser- 
ous lining of the peritoneum.” This case shows that a woman 
may have a peritonitis following abortion without streptococci, 
and still others have shown that the colon bacillus without an in- 
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testinal lesion may produce a fatal peritonitis. No doubt too much 
importance has been ascribed to the colon bacillus, and it is inter- 
esting to note that Tavel, who was among the first to emphasize 
the pathogenic powers of the bacillus coli communis, now thinks 
the bacillus coli should be considered merely a collective name of 
many varieties of bacteria. 

No better argument against a purely bacteriologic classifica- 
tion (in the light of present knowledge) can be adduced than the 
words of Simon Flexner, who says: “In order that pathogenic 
bacteria introduced directly into the peritoneal cavity may cause 
a peritonitis, general or circumscribed, evanescent or fatal, the 
normal conditions of the peritoneum must in some way be modl- 
fied.” It is clear, then, that in the human being, as in experimen- 
tal animals, some other condition than the mere presence of patho- 
genie micro-organisms in the abdominal cavity is necessary in or- 
der tnat peritonitis may be produced. Bacteria alone unaided by 
physical conditions are comparatively innocuous. 

For the present, then, eliminating the bacterial classification, 
it may be said that acute general peritonitis occurs from trau- 
matic or consecutive causes. Under the head of traumatic peri- 
tonitis is embraced all infective inflammations arising from 
wounds of the peritoneum, whether accidental or operative, pene- 
trating or non-penetrating. Consecutive, secondary or sympto- 
matic peritonitis may be subdivided into peritonitis by continuity, 
and perforation peritonitis. 


Under the head of traumatic peritonitis all forms of peritonitis 
must be embraced that are due primarily to a trauma. The de- 
struction of tissue, the retention of blood clots and of natural 
secretions, prepares a suitable soil for microbe invasion—which 
essential infecting element may be introduced from without, as 
thru penetrating gunshot, stab or operative wounds, under which 
circumstances it is usually a poly-infection, the streptococcus pre- 
dominating. There are also contusions of the abdomen without 
any external wound which so injure and lower the resistance of 
the tissues as to favor the migration of the intestinal micro-organ- 
isms and their infection of the general cavity. 

The supervention of acute general peritonitis, as secondary to 
pre-existing disease-process, embraces in its etiology infective in- 
flammations not only of all intraperitoneal viscera, but all organs 
or tissues contiguous thereto, and it does not appear to be too 
broad to include within its scope those peritonitides of hematogen 
or metastatic origin, for it is well establisht that the specific 
germs of diphtheria, scarlet fever, pneumonia and erysipelas have 
rarely produced acute general peritonitis. 

Peritonitis by continuity is the uninterrupted extension of the 
inflammation from an infected area to the peritoneum and is ac- 
complisht by the invasion of micro-organisms thru the lymphat- 
ics, blood-channels or by direct penetration of tissues. The re- 
actionary inflammation which determines the localization or dif- 
fusion depends upon the virulence of the bacteria, the resistance 
of the tissues, and, what is too frequently overlookt, the indi- 
vidual resistance of the patient. Puerperal peritonitis of strep- 
be isa origin conspicuously illustrates inflammation by con- 

nuity. 

Perforation peritonitis is the next subdivision of secondary 
peritonitis. The sudden opening of a focus of suppuration and 
the discharge of its contents into the peritoneal cavity, whether 
itbe from hepatic abscess, an appendicitis, a pus-tube or mesenteric 
gland, is a true illustration of perforation peritonitis, yet the in- 
flammation and systemic infection following is not necessarily so 
conspicuous. The duration of the primary disease, the virulence 
of the micro-organisms, the preparedness of the peritoneum by 
fortifications of adhesions, the general condition of the patient are 
all circumstances which may modify and circumscribe the peri- 
tonitis. It is more common for perforation peritonitis to occur as 
a result of ulceration of the wall of some of the hollow viscera as 
in peptic ulcer, typhoid and dysenteric intestinal ulceration, duo- 
denal and appendicular ulceration. 

The conclusions that may be drawn from an etiologic study of 
peritonitis may be thus summarized: Traumatic peritonitis, 
especially the post-operative variety, is essentially a grave condi- 
tion, not only because there is immediate or primary inoculation 
of the peritoneum, but the conditions are all favorable for germ- 
culture and dissemination. Peritonitis by continuity may become 
general and prove rapidly fatal, but this is not the rule except in 
puerperal cases. 

Contrary to the exprest opinion of more than one writer, there 
is nothing peculiar about the peritoneum of the cecum, or ap- 
pendix, or the true pelvis, which accounts for the more frequent 
localization of inflammation in these regions than in other areas 
of the abdomen. The method of invasion, the activity of the pro- 
cess and resistance of patient alone determine the local or general 
type of peritonitis. 

Visceral perforation, whether traumatic or pathologic, is an 
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ideal condition for germ culture and the elaboration of toxins. 
Their rapid absorption and general diffusion thruout the peri- 
toneum sufficiently explain the grave state into which the patient 
is precipitated. It may be asserted that the clinical course and 
pathologic expression depend largely upon the nature of the ex- 
citing cause, the character of the pre-existing disease or injury, 
and the mode of invasion. 

Without attempting to formulate any definite pathologic classi- 
fication of general peritonitis, and to adapt each to its special 
cause, I prefer to direct my efforts to simplifying and dispelling 
the confusion that exists. I accept, with slight reservation, the 
now almost universally conceded idea that acute general peritoni- 
tis is and must be septic, that is, of bacterial origin. But I do 
maintain that surgeons do not understand each other, nor have 
they all a clear conception of what is meant by septic peritonitis. 
It has been a race for life between the practical surgeon and 
bacteriologist as to who should claim the honor of naming the 
pathologic phenomena in this great serous bursa. I believe the 
surgeon is alone competent to define, classify and prognosticate 
the protean types of this disease. That men are honest, painstak- 
ing and accurate, goes without saying, yet how can surgeons rec- 
oncile the report of McCosh’s last series of eight cases of general 
septic peritonitis and six operative recoveries with the experience 
of Senn “of many cases of diffuse septic peritonitis without a sin- 
gle successful result”? The answer certainly is not in the superior 
skill or special technic of the operator, but it is to be found in an 
analytic study of McCoch’s cases:—six of them were purulent 
peritonitis and two serous peritonitis, not the class of cases re- 
ferred to by Senn at all! Tietze defines diffuse septic peritonitis 
to be “that form of peritonitis in which there is little or no ex- 
udate, severe symptoms of intoxication and terminating rapidly 
fatally.” Some four years ago I reported eight cases of general 
peritonitis subjected to operation; with four recoveries and four 
deaths. I then dealt with them as all being cases of general septic 
peritonitis; this I did from a misconception of the term. Only two 
of them properly belonged to this class; and they terminated fat- 
ally. ‘The others were cases of general purulent peritonitis with 
two deaths and four recoveries. I am therefore very well pleased 
with my percentage of recoveries in the report as publisht, but 
disgusted with my classification;I did not discriminate between 
diffuse septic peritonitis, the patient dying in twelve hours with 
profound toxemia and dry peritoneum after perforation of the ap- 
pendix, and one of perforation with enormous purulent effusion, 
but mild symptoms of sepsis. This error is the common one with 
the medical profession, and it is the outcome of an attempt to 
classify peritonitis by the characteer of exudate. 

The etiologic classification of peritonitis places it as subsid- 
jary to the primary lesion which produces it and its practical im- 
port is its local origin. A painstaking investigation into the clint- 
eal history will usually determine the origin or structure primar- 
ily involved. The symptoms and physical signs, if the case is 
seen suiliciently early, will still further aid in incriminating the 
part under suspicion. This valuable diagnostic evidence does not 
conform to any stereotyped expression; the symptomatology of 
peritonitis is as varied as its causes. By the presence of any strik- 
ing symptom or group of symptoms, physicians can not arrive at 
a decision in a doubtful case, but from the whole picture they 
must form their conclusions. 


THE USE OF THE CURET IN REMOVING ADHERENT 
PLACENTA WITH REPORT OF THREE CASES,* 


BY WALKER BOURNE GOSSETT, M. D., LOUISVILLE, KY. 
Instructor in Obstetrics, Louisville Medical College, Louisville, Kentucky. 


October 10th, at 11 p. m., I was called to see Mrs. P., who 


was threc months pregnant. That morning she had lifted a 
large vessel of water, and was at once taken wth a severe pain 
through the abdomen and about a teacupful of clear liquid 
gusht from the vagina. Pains began at 6 o’clock that evening. 
When 1 saw the patient later she was having sharp pains, at 
intervals of one or two minutes. Vaginal examination revealed 
the foot of a fetus projecting from the cervix, but no traction 
was made. After an hour the fetus was expelled but the pla- 
ecenta was retained. In fifteen minutes the pains returned, 
gradually increasing in force and frequency, but in half an hour 
they were not se severe and occurred at longer intervals. The 
vagina was therefore packt tightly with aseptic cotton thru a 
Sims speculum. I saw the patient early next morning and found 
her having a great deal of pain. She said she felt as if some 
thing was going to pass but could not. On removing the tampon 
I found only some clotted blood in the vagina; everything “nice 
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aud sweet.” Consequently I repackt the vagina and was called 
again that afternoon at 5 o’clock when I removed the tampon 
and found still only a little clotted blood. There was now an 
offensive odor. Delay meant danger. My treatment was 
quickly outlined; remove the retained placenta, then thoroly 
curet the uterus. For I am convinced that if a patient has 
had a miscarriage and there is a retained placenta after 24 
hours from expulsion of the fetus, or the discharge becomes of- 
fevsive, it is best to at once remove the retained placenta and 
then thoroly curet the whole uterine cavity. For this purpose 
a sharp curet is always to be used; under the delicate touch of a 
surgeon who understands the use of this instrument I think 
there is no danger. After the careful curetting, instead of pack- 
Ing the uterine cavity with gauze, as is usually advised, I swab 
it out with compound tincture of iodine, which acts as a hemos- 
tatic, astringent and antiseptic. The vagina is next loosely 
packt with gauze. This plan was followed in the case under con- 
sideration, and only the most satisfactory results were obtained 
in spite of the fact that saprophytes (germs of putrefaction) 
had already begun their work, as evidenced by the smell. 

I certainly advocate the use of the sharp curet in septic con- 
ditions of the uterus following abortions when there is reason to 
belleve that portions of the placenta ure still retained; and also 
its use In the removal of adherent portions of the placenta after 
an abortion before a septic inflammation of the uterus has oc- 
curred. The menu who are opposed to the use of the sharp curet 
in such cases claim the dangers are: 

1. Inflicting trauma which may facilitate absorption of in- 
fectious material. 

2. The perforation of the softened uterine wall. 

Curetting u uterus should be considered a major surgical op- 
eration and almost as great care should be exercised as in mak- 
ing au abdominal section. 

Case II.—1 was called February 9th to see a widow, age 32, 
with a history of having had an abortion performed at the sixth 
week of pregnancy. She had a hemorrhage on the night of the 
Sth, and called in two homeopathic physicians who removed 
a catheter from the uterus, at which time the patient was hay- 
ing a great deal of pain. The homeopathic practioners gave a 
large hypodermic of morphine and tamponed the vagina, and 
said they thought they could yet save the child. On the evening 
of the 9th the doctors returned and removed the tampon. The 
patient said a blood clot was removed and thrown into the stove; 
yet the physicians still thought they could save the fetus, and 
tamponed the vagina again. The patient had had no pain since 
the hypodermic of morphine was given. The homeopaths were 
now dismist and a_ regular physician called. I saw her that 
night, the 9th, and removed the tampon. The cervix was di- 
lated sufficiently to introduce a finger thru the internal os 
and to the fundus of the uterus. I found no fetus! But there 
was a retained plaventa. Her temperature was 101; her pulse 
120. I at once removed placenta with the sharp curet, and 
thoroly scraped the uterine cavity and then mopt the cavity with 
compound tincture of iodine. The cervix was dilated sufficiently 
to curet without having recourse to the uterine dilator. ‘This 
patient would not stay in bed longer than two days. I 
saw her on the third day and to my surprise sne thought she 
wis still pregnant, and that I had not removed everything. This 
bellef kept growing on her until she became hysterical at times— 
one and two attacks per day. Unfortunately, too, she did not 
menstruate 28 days after the operation. She therefore became 
very nervous, having several hysterical attacks a day; so I eon- 
cluded something must be done to make her certain that she was 
not still pregnant. All of this time she was sure she was be- 
coming iarger and at times claimed to feel movement. I made 
vaginal examinations for her every day for a month, could roll 
the uterus between my fingers and lift the uterus up so the 
patient herself could feel the outline plainly thru her abdo- 
‘minal wall, tho it was much smaller than at any time of the op- 
eration. In spite of all she still believed she was pregnant. I 
called 2 consultation and we decided to curet again merely to 
ease patient’s mind. For this reason we did not administer 
ehloroform. The cervix was still dilated enough to administer 
the curet, there being a bilateral laceration of the cervix which 
I advised her to have remedied by operation, but she would not 
consent. The physician in consultation (her own choice) and 
myself, both curetted and askt her then and there if she was 
satisfied that It was impossible for her to be pregnant; she ad- 
mitted it. About one week after this operation the patient called 
at the office and said she knew she was still pregnant, as she 
could feel movement. I advised her to see a brain and nerve 
specialist, as I hadi done all I could for her. She consented, and 
Dr. Pope was called to see her. He was given a history of the 
case by the patient, and on this evidence exprest the opinion 
that she was still probably pregnant, and had no mental dis- 
ease; that the nervousness was due to the thought of being 
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pregnant. The patient came to see me the next day and said 
that Dr. Pope declared she was pregnant and that I was mistak- 
en. I at once called the doctor up by telephone and made en- 
gagement to at once take the patient to his office where I gave 
him a history of the case, and found that she had not told him 
a word of my having attended her, not even mentioning my 
name nor a werd about the curetment! Both of us then told 
the patient that it was impossible for her to be pregnant. She 
said sie did not care what we said she knew she was pregnant, 
as she conlu feel the child move. Dr. Pope then saw there was 
some mental trouble and she was sent to his infirmary. She was 
dismist the ist of June, thoroly convinced that she was not 
preguant. 

Case Il1.—Mrs. C., age 22, had a miscarriage June 17th. 
when about two months pregnant. Did not have a physician, 
her tuother “waiting upon” her. June 19th I was called to see 
Mrs. C., who was having some hemorrhage. Her mother said 
everything had past. As the patient was up and going about 
the house, sbe was put to bed and ordered hot douches three 
fimes daily, a gallon of water at a time. I also advised curet- 
tage, But it was objected to. On 20th, 21st and 22d, slight hem- 
orrhages occurred. On morning of the 23rd still slight hemor- 
rhages. 1 then told the family that curettage must be done at 
once; after inuch urging permission was given. I found about 
one-half of placenta retained. The whole uterine cavity was 
curetted and compound tincture of iodine applied. The patient 
made a rapid recovery. 


SOME REMARKS ON TUBAL PREGNANCY.* 


BY VIRGINIUS HARRISON, A, M., M. D., RICHMOND, VA. 
Lecturer on Practice of Surgery, University College of Medicine, 


HISTORY.—The study of this subject is not new. On_ the 
contrary, Albucasis described his first case in the middle of the 
eleventh century. Others wrote of it later. Baynham, of Vir- 
ginia, did an operation for ectopic pregnancy in 1790 and another 
in 1799; both were successful! About this time other pioneer 
operators did successful work; still but little attention was paid 
to the subject up to the time of Lawson Tait. 

Since Tait performed his first successful operation for rup- 
tured tubal-pregnancy in 18838, however, a new era has dawned 
and much has been written on the subject until now there is 
hardly a journal that does not report some successful operation. 
When all have learned how to diagnose tubal-pregnancy, to find 
one gone beyond the fourth month will be a surgicat curiosity, and 
the discussion of “late treatment” will be then unnecessary. 

ETIOLOGY.—Concerning the etiology of tubal-pregnancy, 
many theories have been advanced, but none have been generally 
accepted as definite. Nor is this likely to occur until the exact 
location of the meeting of the ovum and spermatozoa has been 
satisfactorily demonstrated. Tait and Sutton both believe that 
this occurs in the uterus. Minot says: “Nothing positive is 
known as to the site of impregnation in man, but there is no rea- 
6on to suppose, as is unfortunately done, that the site is variable, 
or different from that in other mammalia.” Hertwig and Minot 
admit that impregnation takes place in the oviduct in placental 
mammals. 

The most plausable theory of the cause of ectopic gestation, 
and one that will be recognized until proof of a better, is that 
of some mechanical obstruction in the Fallopian tube which ar- 
rests the ovum on its journey to the uterus, but which is not suf- 
ficient to prevent the spermatozoa passing to the location’of the 
ovum. Whether this obstruction is due to the tortuous condition 
of the tube, or to a diminution of the caliber by bands or tumors 
or to lesion of the epithelium lining the tube, are the points much 
discust, and still undecided. The statement generally made: that 
tubal-pregnancy is more often found in women who have been 
sterile for several years, needs some qualification. “It may oc- 
cur,” according to Mr. Treves, “in the first pregnancy in women 
who have been married from eight to twenty years. May follow 
a normal pregnancy or an abortion in a newly married woman 
or a mother of a large family. Both tubes may be pregnant at 
the same time or at different times.””’ We may have at the same 
time intra and extra-uterine pregnancy. I will accept the opinion 
as held by Tait, Treves, Lusk, Price, et al, that all cases are tubal 
at first, and all others are produced either by abortion or rup- 
ture of the tube. The possibility of a pregnancy commencing in 
the ovary or abdomen is admitted by Greg Smith and others. 
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PATHOLOGY.—We owe a great deal to Bland Sutton and 
Tait for what we know of the pathology of tubal-pregnancy. The 
changes which occur in the tube as it enlarges are due to an in- 
erease in the vascularity, and not to an increase in the number 
and size of the muscular fibers, as occur in uterine pregnancy. 
The walls of the tube become thinned, and thereby weakend. The 
fimbriated extremity narrows, so that by the eighth week the ab- 
dominal opening is closed. Before this abdominal ostium closes 
we may have either rupture of the tube or tubal abortion. By 
tubal abortion we mean that the pregnant contents of the tube 
has been expelled thru the fimbriated extremity into the abdomi- 
nal cavity. 

Rupture of a tube is said to be primary when it occurs be- 
tween the third and twelfth week, and to be secondary between 
the twelfth week and the full term. 

The rupture may take place into the peritoneal cavity or “be- 
tween the folds of the broad ligament, i. e., outside the peritoneal 
cavity.” Joseph Price, referring to the extra-peritoneal variety, 
makes this statement: “I have not, it is curious to remark, ob- 
served a so-called intra-ligamentous variety of this condition, and 
accordingly am somewhat skeptical as to its frequency and cor- 
rectness of the pathology advocated by Hart and Carter, as 
shown by frozen sections.” At another time, and later, in a pa- 
per on “Surgery of Tubal-Pregnancy,” he says: “I am convinced 
by my own surgical experience that ectopic pregnancies are al- 
ways tubal, that they rupture and end in some variety of intra- 
peritoneal mischief.” In the American Text Book of Gynecol- 
ogy, The American Text Book of Obstetrics, Abdominal Surgery 
by Greg Smith, System of Surgery by Treves, and other books, 
we will find the extra-peritoneal variety described. Therefore, I 
will consider the subject under the two varieties of rupture, at 
the same time granting that there is some doubt as to the ex- 
istence of the “‘extra-peritoneal” variety. 

The point of attachment in the tube of the placenta is an im- 
portant one as regards the results of the rupture to the mother. 
If the placenta is situated in the upper surface of the tube, and 
the rupture occurs in this locality, the placenta is apt to be de- 
tacht in whole or part, thus giving placental hemorrhage, in ad- 
dition to that which comes from the increast vascularity of the 
tube, making a fatal issue from primary hemorrhage more prob- 
able. On the other hand, if the placenta has located itself on the 
floor of the tube, so to speak, it would be undisturbed by a rup- 
ture in other parts of the tube, and if the rupture occurred in 
the floor, the resistance of the dense tissues of the broad liga- 
ment would soon exert sufficient pressure to control the hemor- 
rhage. 

The causes of rupture are often slight, such as a misstep; 
straining; hemorrhage into the sac; sexual intercourse has been 
known to produce a rupture; and, of course, the natural growth 
of the ovum with the stretching and thinning of the tube-wall. 

‘Usually a primary intra-peritoneal rupture is followed by 
death due to hemorrhage, without the immediate.intervention of 
surgical aid. Should death not occur, and much blood escapes 
into the peritoneal cavity, it soon collects in the cul-de-sac as a 
pelvic hematocele. The date of rupture determines the amount 
of blood lost (in a degree) and whether the ovum is to escape 
into the abdominal cavity. After the seventh week the ovum 
rarely escapes from the tube, but more blood is lost, as the sac 
walls are prevented from contracting by the retention of the 
ovum. Tait and Joseph Price believe that every case of pelvic 
hematocele is due to ruptured tubal-pregnancy. In the early 
weeks when the ovum escapes from the tube, and the placenta is 
not destroyed, the fetus may develop to full term, and the patient 
pass through a spurious labor; and the fetus may mummify, sa- 
ponify—a “lithopedian” forming by calcification; or suppuration 
may take place, and the sac open into the bowel, bladder, vagina, 
or even thru the abdominal walls. 


The extra-peritoneal rupture of the tube, as has already been 
mentioned, is not primarily as dangerous to the patient, tho a 
secondary rupture may occur with all the dire consequences of 
internal hemorrhage and septic peritonitis. According to Bland 
Sutton, “this rupture occurs after the death of the fetus, and is, 
in nearly every case, induced by suppuration of the sac.” When 
the rupture of the tube has occurred without the escape of the 
ovum, nature often comes to the rescue and builds a wall of 
lymph around the ruptured sac, to prevent its contents from in- 
vading the peritoneal cavity. This lymph may become organ- 
ized, as was shown well in a case I recently operated upon. 

Tubo-uterine or interstitial pregnancy is not a true tubal- 
pregnancy, for it occurs in that portion of the tube which passes 
thru the uterine tissue. The changes in the sac are not like the 
true tubal variety, tho it may rupture into the abdominal cavity, 
and it may occur at a much later date than in the variety already 
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described. Tubo-uterine gestation may terminate by rupturing 
into the uterine cavity, and be discharged per via naturalis. 

SYMPTOMS.—The symptoms of tubal-pregnancy vary with 
the period. During the first month or six weeks the ordinary 
symptoms of uterine pregnancy may exist. In other cases we 
may not find the history so complete, in fact, but meager signs 
will be obtained; and until the colicky pains occur the physician 
will not be consulted. These pains may never present themselves 
until the time of rupture, as was true in H. I. Boldt’s three cases, 
one of which ruptured in his office waiting room. If the physi- 
cian is consulted when these pains occur, or at the time of rup- 
ture, he will elicit that there has been some change in the men- 
strual function—there may be a diminution in quantity or a short- 
er duration, and shreds may be past. The breasts are sensitive, 
morning sickness present. She or her friends will tell you she 
was as well as usual, until the colicky pains commenced, or after 
a slight exertion there was a sudden sharp pain in one side of 
her abdomen, and she became very faint. If the doctor sees her 
soon after the rupture he will find her more or less profoundly 
shockt, and often impending death will only be averted by an ac- 
curate diagnosis and a prompt and bold surgical intervention. 
If the hemorrhage has not been large, or the shock great, she 
will soon rally, and will consider these symptoms were incident 
to a miscarriage which she has had, as now the uterus com- 
mences to throw off the decidua with a flow of blood, and the 
patient will feel as well as usual until taken with a secondary 
rupture within a few hours to a few weeks. 

On vaginal examination before rupture, little can be done in 
making a positive diagnosis, yet with the concomitant symptoms 
we can often give a very “probable” diagnosis. After the rupture 
has taken place, we can either feel the tube enlarged, boggy, ex- 

‘quisitely tender, situated a little behind and to one side of the 
uterus, pushing this organ forward; or we may feel the cul-de- 
sac filled with blood, according to Joseph Price, a diagnostic sign 
of ruptured tubal-pregnancy. The abdomen may be distended 
and tympanitic, due to the floating up of the intestines by the 
blood of the pelvis. 

If the fetus lives to full term, sooner or later after the rup- 
ture one will be able to make out its form and position in the 
abdominal cavity. There will be an increase in the size of the 
abdomen, usually on one side or the other, in contradistinction 
to the median enlargement of uterine gestation. This lateral en- 
largement is independent of the uterus, which can be left in 
front of and to the opposite side of tubal enlargement. At term 
the woman will go thru a spurious labor and may fool both pa- 
tient and doctor unless the history of the case has been inquired 
into. After the labor has subsided, the tumor will decrease in 
size, and the changes already mentioned may take place. 

DIAGNOSIS.—The fate of the patient often depends upon a 
correct diagnosis, and this is to be made promptly, for as Lusk 
has aptly said: “The resources of surgery are rarely successful 
when practist upon the dying.” 

The diagnosis before rupture is seldom made except by acci- 
dent, tho some cases have been reported. One case I remember 
was diagnosed by Dr. Hugh M. Taylor, of Richmond, Va., and at 
a subsequent visit, while advising the necessity of an operation, 
the tube ruptured. Dr. Taylor’s was, however, a unique experi- 
ence. 


The clinical history: of a change in the menstrual function, 
either in quantity, character or time of occurrence, the breasts 
becoming sensitive, morning sickness present, colicy pains in one 
side of the abdomen, would give sufticient data to give a prob- 
able diagnosis of tubal-pregnancy; particularly is this the case 
when on vaginal examination we find the tube eufarged, tender 
and boggy. Any or all these subjective symptoms may be ab- 
sent, and no one, not even the patient, suspect her condition, un- 
til she is seized with the sharp pain in one side of the abdomen; 
the lips pale, the pulse becomes rapid and feeble, the skin bathed 
in a cold, clammy sweat; in fact, all the symptoms of shock and 
internal hemorrhage, more or less profound, according to the 
amount of blood escaping into the peritoneal cavity. When the 
hemorrhage has been large the temperature will be sub-normal. 
With these symptoms present, and by vaginal examination re- 
vealing the position of the boggy, enlarged, ruptured tube, or the 
cul-de-sac filled with blood, there is only one condition that it 
could be mistakea for, and that is rupture of a tube containing 
pus. The ruptured pus-tube would give a more persistent pain, 
a rapid rise of temperatture, and the symptoms of internal hem- 
orrhage probably absent, with certain absence of the clinical his- 
tory of pregnancy. 

If the case is seen some time after rupture, the diagnosis can 
(only) be made by the history of the case and vaginal examina- 
tion, tho even now the diagnosis will not always be clear. 


TREATMENT.—This part of the subject will have to be con- 
sidered under several heads, as the condition of the patient and 
fetus varies with the period of gestation. 

The treatment naturally divides itself into the method (a) be- 
fore rupture; (b) at the time of rupture; (c) after rupture up to 
the fourth month; (d) from fourth month up to term; (e) after 
spurious labor. 

The treatment by electricity has had some warm advocates, 
and even now some good surgeons advise its use, particularly be- 
fore rupture occurs, with the hope of destroying the ovum. Those 
who advocate this measure do not expect to meet with uniform 
success, while others claim that the method is both uncertain 
and unsafe. Even should the fetus be electrocuted we have the 
conditions remaining for another ectopic gestation, and a foreign 
body that may become infected, and necessitate a more serious 
operation. On the other hand, an abdominal section before rup- 
ture in uncomplicated cases is the work of a few minutes, a sim- 
ple procedure, and should be attended with almost no mortality. 
Treves, in his System of Surgery, considers no other save the 
operative treatment. Greg Smith, in his work on Abdominal Sur- 
gery, says: “The position that electricity holds, at present, as a 
plan of treatment in extra-uterine fetation is, that it is suitable 
in the early stages, where it is not very dangerous, and is fol- 
lowed by an encouraging degree of success.” Continuing in the 
same paragraph, he says: “It must be noted that in these early 
stages the diagnosis is uncertain; that the stimulation of an elec- 
tric discharge may induce rupture, and that the danger is not 
over when the fetus is killed. It may not destroy the vitality of 
the placenta.” This latter statement is illustrated in one of the 
cases reported by Boldt. The case was not diagnosed correctly’ 
at the first visit, Dr. Boldt considering the patient to be suffer- 
ing from a return of endometritis, from which she had suffered 
several years previous; consequently he applied a 50 miliamperes 
current for ten minutes on Monday; Friday, when she returned 
for treatment, she was seized with the pain while waiting to see 
the doctor. ‘This illustrates the unreliability of the galvanic cur- 
rent in such cases. The embryo was not killed or the rupture 
would not have taken place.” 5 : 

The uncertainty of the results, I think, should he sufficient 
to condemn this method of treatment. The evacuation of the 
liquor amnii by aspiration or incising the cyst thru the vagina 
has fallen into disuse on account of many more failures being 
recorded than successes. ‘The same may be said of the injection 
of fluids into the sac, in expectation of destroying the fetus. 

Elytrotomy, or the vaginal operation for tubal-pregnancy, is 
now advocated by men whose opinions command respect, yet it 
seems to mestoo uncertain as well as unscientific. We can not 
with certainty predict the conditions in the abdomen until it has 
been opened. The intestines may be adherent to the sac, or the 
sac to any of the pelvic organs. To attempt to relieve these ad- 
hesions by the vaginal route would certainly be working in the 
dark. There would be a great risk of tearing the viscera, and 
of causing hemorrhage that will be stopt with great difficulty, 
if at all, and the danger of not removing all the diseased tissue. 
In this day of progress surgery tends towards radicalism, or, in 
other words, complete work. This I think will rarely be done, 
save in the very simple cases, by the vaginal route. I have ad- 
vocated none of these methods, for I consider the treatment be- 
fore rupture by an abdominal section to be the ideal one. Un- 
fortunately, we meet with but few that are diagnosed at the 
time. The treatment at the time of rupture varies with the con- 
dition of the patient. The effect produced by the rupture may 
have been only moderate in degree, and the patient already re- 
covering from the shock when seen by the surgeon. If such is 
the case, a short delay to prepare for an aseptic operation is justi- 
fiable and demanded. The operation should not be put off long- 
er than is necessary, for a reptition of the hemorrhage may oc- 
cur at any time., 

But we may not find at the first visit such a happy condi- 
tion of our patient; in fact, her condition may be alarming, not 
only requiring an accurate diagnosis, but the prompt action on 
the part of the surgeon if the acute anemia is progressing or even 
not improving. The use of the normal salt solution by infusion 
either direct into the vein or under the skin will here find a hap- 
py application, and will, no doubt, aid in saving many lives. 
Certainly it will do much in keeping the patient alive until the 
preparation for the operation has been made. The indication for 
treatment at the time of rupture can but be to open the abdo- 
men, and in the one case to remove the ruptured tube to pre- 
vent future hemorrhage in the near future, and and in the other 
to secure the bleeding vessels by removing the tube. 


If the rupture is extra-peritoneal the case is not likely to be 
so urgent, the pressure of the layers of the broad ligament soon 
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eontroling the bleeding. If the fetus is destroyed at the time of 
rupture very little if any increase in the size of the pelvic hema- 
toma will occur, consequently there will be very little danger of 
secondary rupture. The operation can be deferred until every- 
thing has been prepared for an aseptic section. Should, how- 
-ever, infection from the tube or rectum occur the hematoma must 
be removed at once. 

If the fetus continues to live and develop after rupture in the 
broad ligament the patient is in danger of the consequences of 
@ secondary rupture at any time. The indication here is for the 
early operative treatment. Some claim this to be the time to 
use electricity. Its use here has been followed by failures, and 
“a case has been reported where the application of electricity 
caused rupture, with a fatal termination, before the preparation 
for an abdominal section could be made. In those cases of intra- 
ligamentous gestation, as they are sometimes called, with the 
fetus living and hourly threatening to rupture, we will meet with 
:a varied condition of affairs in operating which will tax the in- 
genuity of the surgeon to the utmost. Yet the results will not 
be so nearly as disastrous as allowing secondary rupture to oc- 
cur. The disposition of the placenta is the bane of the opera- 
tion. After the fourth month and up to the spurious labor or 
term we meet with another serious condition of affairs, which 
requires very acute discernment on the part of the surgeon to 
advise the best treatment. Here we have a living child, grow- 
ing day by day, and the placenta enlarging, adding to the gravity 
of the condition of the patient, should operation be suddenly de- 
manded. Without serious trouble these cases sometime go on 
‘to full term thru spurious labor—the child dies, the amnioti¢ fluid 
-absarbs, and the circulation in the placenta ceases. If we were 
certain all cases would so happily terminate we would not hesi- 
tate to advise the expectant plan of treatment. But we can not 
promise such results; so I must advocate the removal of the fetal 
mass as soon as diagnosed, unless otherwise contra-indicated by 
a bad condition of the patient. Should one decide to defer operat- 
ing the patient must be carefully watcht, and when untoward 
#ymptoms present themselves, resort to immediate extirpation of 
the pregnancy. 

The chief danger in operating after the fourth month is from 
the placenta. If left in situ it may become infected, and be a 
source of great danger. To remove it subjects the patient to a 
very great risk of a fatal hemorrhage. During the operation we 
may find the placenta attacht just where we wish to make the 
incision in the sac, or we may dislodge it accidentally. We are 
not justified in attempting to remove the placenta unless we are 
certain we can control the bleeding vessels. Some surgeons ad- 
vise that we cut the cord off close to the placenta, sew up the 
sac, with the hope of the absorption of the placenta, and if this 
does not occur, to do a secondary operation for its removal. Other 
surgeons advise us to bring the sac up and sew to the lips of 
the abdominal wound, leaving the cord protruding thru the open- 
ing in the sac, so that the placenta can be removed when detacht. 
‘The sac is, of course, packt with iodoform gauze in such treat- 
ment. 

Atter spurious labor, when the child is dead and the circula- 
tion in the placenta has ceast, the operation is not so hazardous. 
It is hardly necessary to say that this abnormal condition should 
‘be removed early. The route of removing must be determined by 
the case. If in close proximity to the vagina and attacht it may 
be removed per vaginam; particularly would this be indicated if 
suppuration has taken place. As a rule, however, the ventral in- 
cision will be better. If the case is extra-peritoneal it may even 
push the peritoneum up to such an extent as to strip it from the 
abdominal parietes and enable the operator to remove the abnor- 
mality without opening the peritoneal cavity. The incision in 
this case should not be made in the median line, as the perito- 
neum is attacht there, even when stript off laterally. 

Having considered the various conditions and the indications 
for treatment, I think all will agree with me in regard to the im- 
portance of the subject, and especially in regard to the diagnosis 
and early operative intervention. It is only delayed surgery that 
gives us these late cases to deal with. We all appreciate the dire 
consequences of delay in appendectomy. Let us be equally on 
the alert for this condition, and operate when almost any tyro 
in surgery should be successful. 


A report of the removal of 705 pebbles from the bowel of a 
child was made to the Tri-State Medical Society of Alabama, 
Georgia and Tennessee by Dr. Eugene Argo, of Goodwater, Ala. 
Patient was a male of six years, a “dirt-eater,” who swallowed 
the whole lot one afternoon, making the stomach and intestines 
feel, as the doctor describes it, “like a chicken’s gizzard.” After 
removal of the “rocks” the patient made a rapid and uneventful 
recovery. 


OPERATION FOR GUN-SHOT WOUND OF THE ABDOMEN— 
RECOVERY.* 


BY AP. MORGAN VANCE, M. D., LOUISVILLE, KY. 
Surgeon to SS. Mary and Elizabeth Hospital. 


The patient was a boy of 18 years who was shot with a 
Flobert rifle, the muzzle of which was against his body. The ball 
entered a little to the left of the median line, half way between the 
ensiform cartilage and the umbilicus. ile walkt across the room, 
put the gun in the corner, then laid down on the bed. A moment 
later his mother entered the room, and he told her he was shot. A 
physician was summoned at once, but a surgeon was not con- 
sulted for six hours. At this time I saw the patient and found 
him in profound shock; feet and hands cold; pulse 120 to 130; lips 
blue. Lt was about as forlorn and desperate a case as I had ever 
seen. 

It was thought the boy would die in a short time, but the 
mother was told that the best thing was to give him the chance of 
an operation. She consented, and almost immediately (as soon as 
instruments could be sterilized, etc.) he was put upon the kitchen 
table and the abdomen opened between the ensiform cartilage and 
the umbilicus. 

she stomach presented at the incision, the bullet having bitten 
out a piece half an inch in length. 

Six wourds, three of entrance and three of exit, were found 
in the ileum three feet above the cecum. There were also two 
large, lacerated wounds in the mesentery near its border, one of 
which was bleeding profusely. The abdomen was filled with 
fluid blood, which came up thru the first wound in the periton- 
eum. All these wounds were sutured, and the abdomen irrigated 
by means of a pitcher and water. 

At this time I certainly thought that the patient would prompt- 
ly succumb, and so I closed the abdomen as rapidly as possible 
and without drainage. However, he made a comparatively good 
recoveryt 

Whea the sutures were removed on the seventh day after the 
operation, there was no suppuration about the wound. That night 
the boy scratcht the wound vigorously, and there subsequently 
developt a mural abscess, with quite an accumulation of pus, 
without odor, at the longer angle of the wound. Drainage was 
good, and the boy’s temperature remained about normal, so no 
further exploration was made. A good recovery followed. 

There were three other wounds, the like of which I had never 
seen before. They were where the small bullet had grazed or 
past thru the great omentum, making hematomae, which lookt 
like lage cherries with the skins taken off. I did not interfere 
with these. 

‘Lais case, it seems to me, should encourage surgeons to make 
an effort to save life under such circumstances, even when the 
outlook is most forlorn. It was the most desperate case that I 
have ever operated upon. 

It is rather a curious coincidence that I should have had two 
cases nearly alike within a week or two of each other, both gun- 
shot wounds of the abdomen in which the stomach and intestines 
were seriously injured, both patients recovering after operation. 


*Reported to Louisville Medico-Chirurgical Society. 


A ME/SIORIAL OF A PROMINENT WESTERN GYNECOLOGIST. 


BY JOHN M. ALLEN, A. M., M. D., LL. D., LIBERTY, MO. 
Professor of the Principles and Practice or Medicine in the University 
Medical College, Kansas City. 


The late Charles W. Adams, A. M., M. D., received jis classl- 
cal and literary education in Rochester, New York, at the Uni- 
versity of Rochester. He also attended medical lectures in the 
same city and finally several courses in New York; he then spent 
some time in Europe. His literary education was truly a classie 
and scientific one and this amply prepared him to receive his 
later medical instruction. During his entire life he was a pro- 
found student as well as an original investigator; he probably had 
read more pages of medicine than any other Western physician or 
surgeon; he always found time to read and to study the current 
literary and scientific journals of the world. This fondness for 
study induced him to purchase almost everything that was new 
and valuable as soon as publisht, either in the line of medicine or 
the collateral sciences in the last thirty years. His large and well 
chosen library shows the selections have been made by one skilled 
in the knowledge of the fundamental branches to which each 
volume refers. 

He located in Kansas City about twenty-five or thirty years 
ago and had offices with the late Dr. F. M. Johnson, Professor 
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of Obstetrics and Diseases of Children in the Kansas City Medi- 
cal College. During this period of his medical life he applied him- 
self closely to the study of diseases of children and practice in 
general; later he became associated with the late lamented Dr. 
L. A. Berger, Professor of Obstetrics in the University Medical Col- 
lege, and from that time forward devoted his energies to the 
study of gynecology. In the department of operative gynecology 
he made several improvements, devising certain modes of opera- 
tions which were deductions from his vast clinical experience, and 
wrote extensively in this branch—especially regarding those cases 
where operation was necessary. The latter portion of his life was 
particularly employed with these researches and he met with a 
degree of success that was certainly most gratifying. As a sur- 
geon he was accurate and minute in detail, as a diagnostician his 
extensive knowledge, careful methods and analytical mind en- 
abled him te reach facts almost without error. 

Fle was one of the original organizers of the University Medi- 
eal College of Kansas City. To the success of this institution he 
devoted all the energies of his comprehensive mind and it would 
not be saying too much to note that he was a strong factor in 
whatever success this medical school has obtained; nowhere did 
the force of his character and mind assert itself more promi- 
nently than in his remarkable judgment in the selection of teach- 
ers. He occupied the position of Professor of Gynecology for al- 
most fifteen years. He was dean of the school for many terms, and 
in fact worshipt the institution with a love almost beyond belief. 
as a teacher he was concise, clear and brief, and when specially 
interested in the subject under discussion he grew eloquent. That 
his teaching was all of this is proven by the fact that his lectures 
were always well attended and that all the students truly loved 
him. This admiration and fidelity on the part of the students was 
always reciprocated; he was indeed the friend of every student 
who ever attended the college, and it will never be known how 
many men owe their medical education to Dr. Adams, he having 
advanced the money to pay their tuition, and the living expenses 
not only of the student, but frequently of his family as swell, One 
of the strong features of his composition was his broad charity, 
and poor patients who presented themselves for treatment were 
never turned away and in countless cases he defrayed even their 
hospital expenses. : 

Professionally he was a member of the American Medical As- 
sociation, The Missouri State Medical Association, The Kansas 
District Medical Society, The Tri-State Medical Society, The West- 
ern Association of Obstetricians and Gynecologists, The Associa- 
tlon of Military Surgeons of the United States, Honorary member 
of the Kansas State Metical Society, of The New Mexico Terri- 
torial Society, of The Atlantic and Pacific Railway Association, 
and of The Colorado State Medical Society. 

He was surgeon, with the rank of Lieutenant, of Battery B, 
1st Missouri Artillery. 

Dr. Adams was also a Knight Templar, a 32nd degree Scottish 
Pyttl Mason, a Noble of the Mystic Shrine and also a Knight of 

as. 


VAGINAL OPERATION FOR RELIEF OF PELVIC DISEASE.* 


BY WILLIAM H. WATHEN, A. M., M. D., LL. D., LOUISVILLE, KY. 


Professor of Obstetrics, Abdominal Surgery and Gynecology in the Kentuck 
School of Medicine; Fellow of the American Gyancolontant Society and of 
the Southern Surgical and Gynecological Society; Gynecologist to 
the Kentucky School of Medicine Hospital and the Louis- 
ville City Hospital, etc. 


The first specimen I wish to present is a large uterus re 
moved by vaginal hysterectomy three weeks ago from a patient 
referred to me by Dr. Krim. She was forty-one years of age, 
the mother of children, but had not borne a child for several 
years, and D.. Krim claimed that it was impossible for her to 
become pregnant because her husband had not had martial re- 
lations with her for some years. She bled profusely for several 
months and was very anemic. The neck of the uterus was ina 
condition from its microscopical appearance and from the sense 
of touch that indicated the beginning of malignancy. ‘When the 
operation was begun we were almost positive that the case was 
malignant. So the uterus was entirely extirpated. Adhesions 
were found everywhere around the uterus holding it back—re- 
trofiext in Douglas’s pouch; and the ovaries and tubes were 
bound down. One half of the right tube was entirely destroyed, 
the ampulla being closed, and not a vestage of the fimbriae can 
be found. The other side of the uterus also had a part of the 
tube attacht to it as may be seen in the specimen I show you. 
This was a dilated tube and contained a clot of blood the size 
of a hen’s egg, with the outer end of the tube again totally oc- 


*Reported to the Louisville Clinical Society. Stenographically 
reported for this Journal by C. C. Mapes, Louisville, Ky. ; 


cluded, with no vestige of the fimbriae. The mucosa of this tube 
has the appearance of the decidua vera lining the uterus, as in 
cases of abortion or in cases of extra-uterine pregnancy such 
as I have seen where the uterus has been removed; so were it 
not for Dr. Krim’s statement that she could not have sexual 
intercourse, 1 would positively assert that this is a case of extra- 
uterine pregnancy; and notwithstanding this statement I am in- 
clined to believe he is mistaken: that she did have sexual con- 
nection, and that this is an extra-uterine pregnancy because I 
can conceive of no inflammatory condition that would produce 
such an appearance as is here present. My son, Dr. John R. 
Wathen, will make a section of the tube to decide the nature 
of the trouble in it. 

The uterus, as you observe, was removed by bisecting and 
without the least difficulty. 

Case 2. Here are two ovaries and two tubes removed from 

@ woman two weeks ago. She had plevic peritonitis with ad- 
hesions of the tubes and ovaries upon all their surfaces—evi- 
dently, from history of the case, the result of gonorrhea. This. 
tube is closed at the outer extremity by an inturning of the 
fimbriae caused by the inflammation. The other tube now ap- 
pears to be only partially obstructed, but is was totally so when 
removed and was adherent to every surrounding structure s0 
that the tube was practically destroyed. 

Case 3. Here are some speimens that were removed from 
‘a woman four days ago. This part of the left tube which is 
larger than my thumb at its outer extremity and likewise per- 
fectly round, and the ampulla is not only closed but not a ves- 
tige of the fimbriae being present. The ovary and tube on the 
opposite side were bound down by adhesions, but when sepa- 
rated were found sufficiently healthy to be left; and as the 
woman was exceedingly anxious to have preserved, if possible, 
at least a part of her child-bearing organs, she being a young 
married woman, I was pleased that I could succeed in leaving 
them. 

Case 4. Three weeks ago I operated upon a lady from near 
Harrodsburg, Kentucky, who had suffered for several years 
with pelvic troubles. I found her uterus retroverted and bound 
down, and both ovaries and tubes thrown into Douglas’s pouch 
and were adherent. An incision was made in Douglas’s pouch, 
just as made in all these cases, adhesions separated the tubes 
and ovaries brought down into the vagina, examined and found 
destroyed; the tubes, being closed completely, were both removed. 
She was an invalid for a year or two before she came here and 
had to take opium for relief of the intense pain which she suf- 
fered, but a few days after ‘the operation she had no more 
trouble from pain, she has needed no opium, and now at the end 
of three weeks, has gone to her home perfectly well. 


IS IODOFORM A SINE QUA NON IN GYNECOLOGY ? 


BY G. HOWARD THOMPSON, M. D., ST. LOUIS, MO. 


Professor of Materia Medica and Experimental Medicine in the St. Louis College 
of Physicians and Surgeons. 


Those of us who have a considerable number of gynecological 
eases in our practice naturally hesitate before discarding the 
dressings which have been our main stays in leading so many 
afflicted women to health. Until a few years ago we were all of 
us obliged to call in the aid of iodoform powder and iodoform 
gauze, especially as a last resort in treating prolonged suppurat- 
ive processes in both gynecologic and general surgery. 

I well remember two troublesome cases of those days, which, 
occurring about the same time, were examples of this paucity of 
means at our command. I treated for six weeks a suppurating 
gunshot wound of the hand with various antiseptic dressings, 
always packing with an antiseptic gauze. I wisht to 
avoid the odor of iodoform, which to many is so obectionable. 
Suppuration continued, and became chronic. In despair I finally 
resorted to iodoform dressings in spite of the objections of the 
patient and discharged the case within two more weeks. Sub- 
iodide of bismuth had been my chief dressing in this case. It 
seemed to irritate and stained the dressings very much; and di@ 
not have, apparently, any healing influence. 

Another case was that of an old man who developt a sup- 
purative inflammation of the back of the hands. Bismuth sub- 
iodide was employed for some time, but it caused an aggrava- 
tion of the itching and burning, and had to be discontinued, and 
an iodoform dressing finally substituted—which resulted in 
prompt resolution. 

These and numerous other similar cases convinced me it 
those days that iodoform could be relied on to hasten a cure 
where everything else I used might fail. Believing this, I was 
on the verge of becoming set in my ways when an increasing 
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whose prejudices had to be in a measure respected in order to 
avoid friction. I was “up against” the old necessity of com- 
promising on some substitute for iodoform. Subiodide of bis- 
muth was out of the question. It was irritating, it stained the 
garments a brick dust color, and was eminently unsatisfactory 
in its results in minor gynecologic cases—whatever efficacy it 
might have as a primary dressing in aseptic wounds of major 
gynecology. Another iodine preparation, very popular for a 
time, and widely advertised: a powder of an olive green color, 
eliminated some form of iodide which stained the linen an or- 
ange color; besides it was rather expensive, tho quite efficacious, 
Aristo], a dull yellowish powder, containing about 46 per cent 
iodine in combination gave fair satisfaction, but the expense 
was more than a surgeon would care to stand where he must 
use enough to cover an extensive surface every day. All these, 
with iodol and others, were tried and discarded in turn, the ob- 
jections being irritation, staining, excessive cost or inferiority to 
iodoform in therapeutic potency. All possest the one superiority 
in being odorless or nearly so. Iodol, it is true, has a faint iodo- 
form-like odor, but lacks the penetration of the odor of iodo- 
form and likewise the persistency. Its cost is three times as 
great, and in my experience it does not cover as much surface 
as iodoform. 

A case of lacerated cervix presented itself to me a few years 
ago which had the usual appearance of such conditions when 
neglected. There was the extensive granulating surface around 
the os uteri, from which exuded a foul-smelling pus. The woman 
declined to be operated upon and objected to (in fact, positively 
refused) iodoform dressing. A month or more was wasted in 
the use of various substitutes without any appreciable change in 
the condition. I finally prescribed an ounce of europhen, which 
I used daily in the following way: After giving a vaginal 
douche I carefully washt out the uterine cavity, and taking a 
strip of plain aseptic gauze, I sprinkled it with europhen pow- 
der and introduced it into the uterine cavity, cutting off the end 
which protruded from the uterine cavity. The granulating sur- 
faces of the laceration were then carefully dusted with the same 
powder, which I applied by means of an ordinary household 
powder-blower; and I then packt the vagina with the same im- 
provized europhen gauze and absorbent cotton. ‘The daily repeti- 
tion of these dressings healed the laceration in about three weeks, 
the endometritis lasted a little longer, but quite speedily got well, 
rather to my surprise, as I had felt that thoro curetage and a 
trachelorrhaphy would be essential to success. 

In this case I expected to at least be obliged to turn to iqdo- 
form in the end on account of the oft-repeated failure of other 
remedies to influence the morbid condition; but I found in euro- 
phen an agent which ranks with iodoform as “a last resort rem- 
edy” and one wholly without the disadvantages of the latter. Be- 
ing light, a given quantity covers more surface than iodoform 
does—it seemed to me to reach four times as far—and tho more 
costly per ounce, it is really cheaper than iodoform in point of 
practical fact. It gives up its iodine in contact with moisture 
more readily than iodoform, and is, therefore, more perfectly 
antiseptic. Otherwise, its local action is quite similar. 

My subsequent experience with europhen has convinced me 
that it is fully equal to iodoform in local therapeutic power, and 
I now use it exclusively in my gynecological work wherever an 
antiseptic or drying powder is indicated—especially those trou- 
blesome, chronic inflammatory conditions which constitute so 
large a proportion of the clientele of the average gynecologist. 

To those who desire an antiseptic powder for application to 
aseptic wounds before putting on the gauze dressing—a prac- 
tice still followed by many operators, especially in laparotomy— 
europhen can be given the highest recommendation by reason of 
its many commendable properties and its freedom from objec- 
tionable ones. 

As a primary dressing in such wounds as_ perineorrhaphy, 
where iodoform has been so generally employed, europhen may 
be used with the confident expectation of securing the most ad- 
mirable results. As an application to the vagina in certain opera- 
tions (such as trachelorrhaphy, closure of vesico-vaginal fistula 
and the like), where iodoform has been so universally used—often 
with disagreeable and rarely with disastrous effects, this drug 
may be substituted with the best of effect. 

No matter how careful an operator may be he is occasion- 
ally confronted with stitch abscesses. The usual treatment has 
been to thoroly squeeze out the pus, dust freely with iodoform 
and apply a dressing of sublimate gauze. Usually most satisfac- 
tory results have been obtained from these measures; occasion- 
ally the most deplorable suppuration follows. This is probably 
because the iodoform does not give up enough of its iodine to 
sterilize the pus left after dressing; and the same has unfortu- 
nately been true of every other antiseptic powder tried with the 


exception of europhen. In every case where this agent has been 
used, thus far, only the most flattering results have been obtained; 
tho in a few instances the infection was considerable. I can, 
therefore, commend its use in these disagreeable complications 
of the work of even my most careful fellow gynecologists. 


INFLAIIMATION OF THE LINING MEMBRANE OF THE 
MAXILLARY SINUS. 


BY WM. F. A. SCHULTZ, M. D., D. M. D., ST. LOUIS, MO. 
Late Instructor in Dental Surgery in the Missouri Medical College. 


Inflammatory diseases of the mucous membrane of the an- 
trum are probably more frequent than one is at first thought 
inclined to believe. The chronic inflammatory trouble is likely 
to escape the notice of the general practitioner whose attentiom 
is uot particularly directed to the signs and symptoms of the 
existing trouble in the maxillar bone. In discussing this subject 
TI intend to treat first of the chronic variety and later to speak 
of the acute variety; and to give treatment contemporaneously 
of the both maladies. > 

As was noted before, the chronic inflammation of the mucous 
membrane of the antrum of Highmore is frequent, as can be 
attested by many witnesses who have had opportunity for clin- 
ical observation and experience, tho until lately the frequency 
of the conditios: was not recognized. 

That which leads us to the diseased spot is the guide-post 
timated, $3,500,000 in Ohio this year. T’'wo million dollars will 
of pain, which, under irregular rules, may point out the morbid 
nature. In the past two years, scores of cases have confronted 
me with their various shades and degrees; some with prominent. 
symptoms of inflammation, others disguised in masks of various 
kinds. But as before said, the always and sometimes only symp- 
tom we elicit is pain tho at times is so trivial that it is not no- 
ticed by the patient but must be demonstrated and interpreted 
by precussion and compression of the overlaying parts. A sigm 
that co-exists in nearly all instances is dullness on precussion. 
This statement may seem as ridiculous to the reader as it did to 
the author at first. Gray’s Anatomy, eleventh edition, announces 
thls diagvostiv phase while discussing osteology of the superior 
maxilla, but when a student I considered this with suspicion, 
tho now I rely upon the precussion note with great certainty. 
The pain that discloses what we have to deal with, may be ex- 
cruciating and localized or lancinating across the face, up the 
temple and down the neck on the affected side; it may be 
sharp, dull or tearing, and at times the patient says: “The 
teeth are all paining,” and especially when called to exercise. 

The most phenomenal case I have recorded was a lady about 
33 years of age who had these symptoms and suffered many 
years with temperoparietal cephalalgia. The pain would start 
about the tempero-maxillary articulation of either side, then as- 
cend and cross the vertex and descend on the opposite side and 
cease at about the place opposite its point of beginning. The 
pain was generally pulsating and the hardest strokes were upon 
the top. It would run its course sometimes in ten hours; then 
again would continue 48 hours without stopping. The slightest 
emotion would sometimes excite the torturous excursion, as at- 
tending the opera, fear and fright; so markt was this that it 
feigned a purely neurotic disorder. A peculiar feature was that 
the severer the atttacks were, the longer the interval of frees 
dow would last. 

Again the pain is oftimes described by the victim as ‘“neu- 
ralgia,” since in these cases the pain tears thru the side of 
the face. 

The most common causes in adults are complication of the 
teeth, most likely to be true of the first and second molars and 
the first and second bicuspids; tho the third molar and the cus- 
pids can and do act the role of ¢omplicating factors. Anything 
that may set up a pericemental inflammation of these teeth 
may affect the maxillary sinus; for the reason that the first and 
second molar roots form eminences in the cavity, and are cov- 
ered only by a very thin layer of bone which will not be a very 
good barrier against inflammatory progress. Again, any of 
these teeth or their roots that are without function, are apt to 
cause a disturbance when left in their places too long; for at 
length they begin to expel themselves by an inflammatory de- 
generating process, and by continuity and contiguity the in- 
flammation invades the mucous membrane of the antrum. Still 
another pathological feature as a cause is the complication of 
a dead nerve pulp in the teeth or roots aforementioned, altho 
it is not in all cases true that a dead and decomposed pulp pre- 
cedes the catarrhal or pyogenous trouble; as by decomposition 
gas is generated and under its own pressure will find egress 
in the direction of least resistance which is nearly always out- 
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ward through the gums. So if there is a large filling in the 
teeth or a crown imposed on a root with symptoms of antral 
disease there should be suspicion whether there remains some 
dead matter that has caused the affection. 
against the upper jaw is often the focus of infection. The rhinol- 
ogist may press with considerable stress the continual in- 
flammatien of the Scheiderian membrane, as the continuity of the 
mucous surface affords every means of contamination It is said 
that the disease is occasionally present at birth; it certainly 1s 
seen in early infancy and more often in childhood. A number 
of cases have appeared lately in medico-dental literature. In 
Dental Cosmos of February, 1899, Dr. V. A. Latham, of Chi- 
cazo, reports a case of “antral septicemia” in a girl eight years 
of age, the trouble having begun at five. The first deciduous 
molar was badly decayed and on entering the pulp chamber 
thick pus was found—probably the source of infection of the 
antrum. Another interesting case is that recorded by Dr. G. A. 
Rees. in Medical Gazette, Vol. 1V. N. S. This case was also 
called “aniral septicemia” and was found in a “new-born in- 
fant.” It seemis to me there must be some doubt as to the cor- 
rectness of the diagnosis in this case: 1st. whether it is possible 
to have a suppurative disease present in a fetus at birth; 2nd. 
whether it weuld be possible to determine the presence of pus 
in the antruin of one so young. On reading this report I exam- 
ined a number of skulls of newly-born infants and I was forced 
to the conclusion that there cannot be much of an empyema of 
the antruin for the reason that the cavity will not hold more 
than two or three drops of pus at most. Relative to the possi- 
bility of a pyogenic process being present before birth I con- 
sulted Dr. Ford, of this city, who said: “It certainly is not 
possible to have a suppuration of the antrum or of any other part 
of the fetus without direct infection of some of the pyogenic 
bacteria. Whether such infection is possible in utero I cannot 
gay positively.” Subsequently Professor Ford discovered the 
record of a case of analagous pathology; a fetus affected by 
erysipelas while yet in the womb. As erysipelas occasionally 
causes empyema of the antrum it is of course possible that the 
Rees case may be of this character. The possibility of the 
transmission of suppurative bacteria from mother to child does 
not seem great when we recall the fact that the maternal blood 
does not directly reach the fetus; tho the occurrence of a syph- 
llitie (gummy) tumor in the fetus has been recorded. So much 
for the pathological side of the doubt: small cavity and im- 
probability of infection. Relative to the possibillty of diagnosis, 
as has already been mentioned, pain on palpation and percussion 
is one of the chief diagnostic points—and how can this be de- 
termined in a newly-born infant? It certainly would seem that 
the physical procedure would be inapplicable in this case, es: 
pecially since all the tissues of the fetus—soft and hard—are too 
plastic to yield information by pressure and the manifestations 
of pain would be practically impossible to differentiate. More- 
over, the crucial test: observanee of the dropping of pus into 
the nares would be utterly impossible at that day. Of course if 
the presence of the disease had been determined post-mortem, 
there can be no question as to the accuracy of the diagnosis. 
As it is, the queston is a grave one as to the possibility of the 
existence of the disease at birth, as well as the possibility of 
its recognition if it did exist. 

It must be borne in mind that all acute inflammations of the 
lining of the cavity do not terminate in empyema. The signs 
and syn:ptoms of “acute antritis” are those of inflammations in 
general: pain, hyperpyrexia, more or less severe tumefaction— 
visible on the face, there being sometimes but slight edema for 
f0 severe an inflammation but again the swelling may be very 
great. The symptomatic pains are generally excruciating in 
character, occasionally shifting rather than steady, so that the 
patient simply complains of having neuralgia of the face. Con- 
jointly with the fever, pain and swelling—appears redness which 
may or may not be visible, it frequently being limited to the 
mucous membrane; on the other hand, it may be very intense 
upon the surface, I having seen an infraorbital conjestion so pur- 
ple iu hue and so close to the eye that the patient went to the 
oculist instead of dental surgeon for the relief of pain. Last of all 
may be mentioned fluctuation. This can be elicited only in com- 
paratively rare instances in the acute inflammatory trouble, 
tho quite frequently in the chronic form: empyema. The causes 
of the trouble are practically the same as already given for 
chronic disease—infection from some contagious structure 
ready the seat «f the suppurative process; in my experience 
chronic pericementitis extending into the maxillary sinus being 
more common tha. ordinarily taught. 

What of treatment? Of necessity it must be purely surgical. 
The necessary procedures may be divided into two classes, major 
and minor. 

The minor technic is to be employed in the early or ca- 
tarrhal form of trouble, or in very recent empyema where there 
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has not been time for the developmnt of a limiting, false mem- 
brane. The major operation is selected in caries of the jaw-bone 
or where the milder measures have failed to cure. 


In the treatment the same rule applies here as in other sim- 
ilar troubles: discover the cause if possible and remove it. If 
there be a decomposed nerve-pulp at the base, the debris must 
be renioved before proceeding any farther. This part of treat- 
ment should be assigned to an expert odontologist who has 
knowledge of the pathological status and the object of the oper- 
ation. In a short way I may detail the course. If there is no 
accessible, decayed place in the crown of the tooth the best site 
for opening is in the center of the grinding surface, from 
which point the operator must go straight into the pulp-chamber 
and extirpate the decomposed tissues. After this is done, he 
must use some detergent medicine and wash clean the field. 
For the cleansing solution each dentist seems to have a chosen 
one that in his hands works better than any other. I have used 
scores of different kinds and they all, if strongly antiseptic, give 
the desired effect. What has just been said applies only to a 
tooth worth the labor of saving; where there are roots be short 
with the preliminary course; that means extraction. For the 
eatarrhal form, in addition to the above, make a _ counter- 
opening through the external surface of the jaw bone into the 
antrum at its lowest anterior point. For that purpose I have 
utilized several implements—dental bur, hand-drill and trocar. 
I have dispenst with the dental bur for good reason; the hand 
drill is deserving of highest praise; the objection to the trocar 
is the splintering that must occur by suddenly plunging the tool 
througl: the plate of bone; symptomatically there has not arose 
any decryng sequella from this practice, but I cannot approve of 
it at least. As we know the mouth is a small theater with,a 
narrow stage and the cavity will not allow great mechanical 
feats to be displayed, therefore on account of the prevailing 
obstinacy the writer has selected the simplest method. When 
We are to remove a root we gain an avenue directly into the 
diseased site and thru that channel medication can be forced. 
The chief medicinal agent I use for this local treatment of the 
sinus is the aqueous solution of hydrogen dioxide. The injection 
of about two c.c. is sufficient for one treatment and this agent 
creates considerable pain also, sometimes almost intolerable. 
This treatment should be followed (about the fourth day for the 
catarrhal form and every other day for the acute empyema) for 
a considerable time; as the symptoms gradually abate, the recess 
between the application can be lengthened to probably once in 
a fortnight. The alveolar pathway is to be kept patent by an- 
tiseptic gauze, or a flexible rubber tube or some other non- 
irritating device anchored tight by ligature if requisite. When 
an opening has been made in the facial surface, it has too often 
been all but successful because it was too small and not kept 
open; many times a new orifice had to be made on this account. 
It was formerly supposed to be best to make it small, for a rea- 
son that will appear later. 

When much pus has formed in the antrum the major technic 
is to be employed. In a remedial sense antral empyema is to be 
regarded as an abscess, which it closely resembles. As in the 
other form of etiological factor onght to be sought, and if 
found, removed; a root or fang will often be found decaying and 
communicating with the antrum; unless removed the suppura- 
tive process cannot be checkt by mere incision and drainage. 
It is my experience that attempts to save an infected tooth 
which causes antral disease are futile: so my advice would be, 
in a doubtful case, to remove it early rather than to be compelled 
to do so later, after many trials to cure the suppuration. The 
proper procedure then is next to enter the sinus thru_ the ex- 
ternal surface of the bone. Where to enter, and the size of the 
opening is an extremely important point. We know first that 
we must get into the cavity. If we make a small opening the 
interior cannot be properly explored nor treated accurately; 
if too large a button be excised the cheek will fall in, and the 
countenance be marred by the concavity in the side of the face. 
The hole is not likely to close as presumed to do so in the tre- 
phined skull, possibly on account of the lesser vascularity and 
the thin wall of the antrum. The course directed and pursued 
by the author has been acquired by much mental concentration. 
The technic is thus: the lips and cheeks are elevated with a re- 
tractor when the mouth is narrowly open, and at the junction 
of the cheek and the gums make an incision parallel to the jaw 
thru to the bone, this incision varying in length from an 
inch to somewhat longer, according to accessibility—mouths dif- 
fering greatly in this respect; then from the anterior extremity 
of the cut (which ends about in the canine fassa) drop a perpen- 
dicular incision from about an inch above, down to the horl- 
zontal gap. This triangular flap is to be dissected up off the 
periosteum and held back and out of the way by retractors, then 
then the trephine applied. The trepan selected by the writer is 
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a half inch in lumen, the diameter of which is sufficient to ad- 
mit the fourth finger, so that by feeling the operative ground, 
any thing abnormal can be detected, and if caries be present it 
¢an be known and cured by curetting. 

The place where to set, and the position to be maintained by 
the trepan are matters of importance. The position should be 
obliquely: firstly, on account of the ease accompanying it; sec- 
-ondly, the perforation is oblong and the long diameter is antero- 
posteriorly, so if by accident the button should drop into the 
cavity, it can likely be withdrawn without more destruction of 
‘the bone, which would be at this point very inconvenient, and 
besides the button naturally goes higher at one part of the 
-cylinder and is most likely ‘to be removed; thirdly, as the mouth 
cavity is partly closed by the hands of the operator and instru- 
ments, it becomes a place of considerable darkness, so the depth 
‘to which the circular saw has gone cannot be accurately meas- 
ured, so if the disk remains adherent at the distal circumference, 
it can be severed by a few strokes of a small saw while the 
-other side is held firm by a pair of pliers. 

In selecting the site for trepaning the antrum the one thing 
necessary is to make it at the lowest possible point so that the 
cavity can be irrigated and drained; and so that if the floor be 
‘necrosed or the fang tip be protruding into the antrum they can 
be remedied by curetting or clipping. So the operator should 
have the hole about level with the button of the antrum. And 
Gt should be located posterior to the lovator anguli oris muscle. 
This muscle should be protected from injuries by all possible 
meaus for two reasons: (1) should the muscle be divided be- 
tween its attachments, the result will be an interference with 
{ts normal function, of persistingly holding up the angle of the 
‘mouth;(2) if not watcht and protected one might trephine at the 
point of its maxillary attachment and so cause permanent and 
markt loss of function of the muscle. The result in either in- 
stance would be disastrous; a sardonic grin on the one hand, 
persisting through life; on the other a continuous hanging down 
-of the mouth, as in persons of sullen disposition. 

The operation and first treatment should be performed under 
an anesthetic, for both processes are accompanied by quite 
~severe pain. In the minor procedure described the author has 
‘merely injected five per cent cocaine solution for the mitiga- 
tlon of pain, but must confess it has not calmed the operative 
suffering very much; to the extent of the soft tissues it atted 
‘well, but on going through the bone plate pain was severe. 

As was remarkt before, the injection of the aqueous solution 
of hydrogen dioxide may occasion shocking pain; likewise can it 
‘be anticipated, when it is essential to curet in caries of the 
Done. 

Whether drainage or packing is required as dressing, must 
‘appeal to the sense in each particular case. ‘Where a small per- 
foration is dug, probably a flexible rubber tube will best answer 
‘the purpose; it may also be recommended in the light of pus for- 
mation, for some cases require irrigation once or twice in 24 
‘hours for a few days; whilst in the acute or catarrhal stage an 
‘antiseptic gauze filling would do better. 

After all of this has been successfuly done a final matter 
rises for consideration, and that is: what should be done with 
the open wound? Should it be sutured or left open? Where the 
patient has but a short circumference of the orbicular muscle 
it is probably best to introduce a few stitches, but when the 
‘mouth is roomy and the wound does not therefore gap widely, 
4t suffices to apply a bandage to that side of the face with suf- 
ficient pressure as to bring and hold the divided parts in co- 
aptation. 


TREATMENT OF ENDOMETRITIS.* 


BY WILLIAM A. B. SELLMANN, M. D., BALTIMORE, MD. 


Professor of Diseases of Women and Children in the Baltimore University School 
of Medicine. 


ACUTE FORM.—In acute endometritis local treatment is 
not always required, with the exception of those cases which 
follow abortion, where a prompt application of certain local 
remedies will frequently save. The patient should be placed 
in bed, with hot carbolized vaginal douches (1 to 100) twice a 
day, made as hot as can be borne by the patient. Where the 
disease is of gonorheal origin, it is necessary to dilate the uter- 
dine canal and keep it open until the disease is cured. By this 
means we lessen the porbability of the gonorrheal inflamma- 
tion extending up and into the Fallopian tubes. 

In acute endometritis I commence treatment by adminis- 
tering, by the mouth, tablets containing two and a half grains 
of acetanilid and salol every three hours. The bowels are act- 
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ed upon by giving three grains of calomel with nine grains of 
sodium bicarbonate. This is given at one dose and followed at 
the end of six hours with one compound carthartic pill. 

In those cases where the interglandular structure only is 
involved I swab the uterine cavity with a solution composed 
as follows: 


I apply this to the uterine cavity for three days consecutively, 
packing the vagina with a borated sterilized gauze tampon. This 
is to be removed by the nurse before administering the next 
douche; and another placed against the neck of the uterus after 
the douching. 

After making this application for three days it is best to al- 
low the uterine cavity to remain at rest, continuing the douches 
twice a day; afterward placing the borated tampon. If it is 
found at the end of this period that the inflammatory condition 
perists, the carbolized iodine should be applied for three consecu- 
tive days again. But, on the other hand, if upon examination it 
is found that the general condition has improved and the in- 
flammation has subsided, all that is necessary is to swab the 
uterine cavity with a1 per cent solution of nitrate of silver; mak- 
ing use of this every other day until patient is cured. During 
convalescence it is advisable to administer elixir quininae ferri et 
strychninae phosphatum, two teaspoonfuls three times a day. 

In cases following abortion, where there is high temperature, 
I thoroly curet the uterine cavity with a sharp curet and com- 
plete the operation by cleaning the organ by means of a flushing 
curet. I do not follow the teaching of many gynecologists: intro- 
ducing a gauze drain, but have found that the best results are 
obtainable by swabbing the uterine canal with pure carbolic acid 
after the curetment; and this also keeps the canal open. In these 
cases the uterine canal should be flusht with hot carbolized wa- 
ter (1 to 100) every day by means of a flushing curet. One appli- 
cation of the pure carbolic acid will generally suffice. Afterward 
Churchill’s solution of iodine may be applied to the uterine cav- 
ity according to indications. 

CRONIC FORM.—In chronic endometritis the treatment is 
different. In the first place, if one has a case where the glandu- 
lar structure is affected and the uterine cavity is filled with uter- 
ine fungosities, the rational method of treatment is to thoroly dl- 
late the uterine canal, and then curet, scraping the mucous mem- 
brane so that all growths may be removed and the ends of the 
closed utricular glands be opened. The flushing curet should be 
used to complete this operation, and a thin strip of iodoform 
gauze inserted up to the fundus of the uterus, allowing it to ex- 
tend down until it emerges between the lips of the vulva. This 
strip should be removed at the end of twenty-four hours and the 
patient given a hot carbolized douche. The following day one 
should clean out the uterine canal by means of the flushing curet, 
but not introduce any gauze; simply applying a sterilized borated 
gauze tampon. This is to be allowed to remain until the next 
douche is administered, when it is withdrawn and another placed 
by the attendant. I make it a rule to blow an antiseptic powder 
against the cervix previous to the introduction of the tampon. I 
sometimes use markasol, at other times Senn’s antiseptic pow- 
der, composed of one part of salicylic acid and four parts of 
boracie acid. By the mouth, I use the following formula: 


Fluid extract of ergot 

Ritter wine of fron ......... 

Direct: Tablespoonful after each meal. 

There is usually a lack of tone in the lower bowels. To over- 
come this condition I give this pill: 


Powdered ipecac .......... 
Strychnine sulphate ....... 


The entire pelvic circulation should receive attention; a con- 
dition of blood stasis existing in any portion of this region will 
impede the cure. Should there be a uterine displacement, this 
should receive attention. A lacerated uterine neck or perineum 
requires repair. 

I have not been favorably imprest with the results of electro- 
lysis in these cases. The use of the Faradic current is frequent- 
ly of valuable service in the treatment: of the chronic form of en- 
dometritis. It stimulates contraction in the muscular structure of 
the uterus, thus compressing the blood vessels and overcoming 
the condition of blood stasis. I wrap the metal intrauterine elec- 
trode with cotton moistened in a borated solution and introduce 
it into the uterine cavity. The second electrode is a felt pad 
moistened in the same solution and placed on the abdomen over 
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the uterus. The applications are to be made every third day, 
each sitting lasting about twenty minutes. 

In the treatment of endometritis the gynecologist should not 
direct his attention merely to the relief of the symptoms, but seek 
the cause and remove it. Where there is menorrhagia or metror- 
rhagia, the mere application of liquor ferri chloridi or other 
styptics to the uterine mucosa will not cure the hemorrhage. Er- 
got is only a temporizing agent in these cases. It is essential to 
dilate the uterine canal, and with the curet remove the granular 
and fungoid condition which in all probability is present, there 
being an unnatural condition present in the mucous membrane: 
It has lost its normal constituents and has been converted, in 
whole or part, into dense connective tissue, so that if the woman 
does not become pregnant the ovum fails to secure lodgment up- 
on its surface; thus it drops lower and lower into the uterine cav- 
ity and is finally discharged. In this way we can account for the 
sterility which exists in many of these cases. Should the ovum 
remain in the uterus for a time and become impregnated, it is 
likely to be expelled during the early months of pregnancy. 

Metritis is the common accompaniment of this disease. The 
secretion of the utricular glands becomes greatly increast in 
quantity and altered in character, finally becoming purulent and 
often containing blood. On account of the intimate relation of 
the lining of the uterus with the muscular structure of the organ, 
we have an inflammation existing in the latter. Abscesses may 
follow and finally perforate the wall of the uterus and develop 
perimetritis. These require special surgical measures, which do 
not properly belong to a discussion of endometritis; mention is 
made of them merely to call attention to the necessity of early 
and proper treatment of the condition which causes them. 


Cases of rupture of the liver are not so frequent but that a 
recent case reported to the San Francisco County Medical So- 
ciety by Dr. Henry Kugeler is worthy of mention. The patient 
had been driving in Golden Gate Park on Sunday, March 12. 
The horse shied suddenly, throwing the man out of the buggy; 
in his fall he struck violently against a post, his right side com- 
ing in contact with the post. He was taken to the park receiv- 
ing hospital, unconscious, and there examined. There was no 
bruise nor indication of any injury. He soon recovered con- 
sciousness and was sent home. He complained somewhat of 
pain in the side and back. Later he became worse and Dr. 
Kugeler found him suffering from evident collapse. He then 
showed all appearances of internal hemorrhage; he was pale and 
collapst; vomited small amount of whisky and water with a 
very few small particles of blood clot; pulse 90, but weak; respi- 
rations rapid. He complined of severe pain in the right side and 
back. There was dullness in the right flank. Dr. Evans was 
called in consultation and he quite agreed in the diagnosis of 
ruptured liver, with internal profuse hemorrhage. The patient 
was removed to the hospital for immediate operation. An Jn- 
cision was made along the right rectus; when the peritoneum 
was opened, the blood gusht out in torrents. It could be seen 
pouring into the abdomen, but the point of hemorrhage could 
not be located. It seemed to be coming from above and when 
the hand was introduced the posterior surface of the liver could 
be felt to be torn, but the extent of the rupture could not be de- 
termined. What to do was not easily answered; had it been the 
spleen, it would have been removed, but hepatectomy is not yet 
a well recognized proceeding. The wound in the liver was there- 
fore packt as well as possible, the intention being to make pres- 
sure against the diaprhagm, and if possible control the hemor- 
rhage in that way. He stood the operation comparatively well. 
salt solution, strychnine and other stimulants being liberally 
employed. After the operation he rallied and did well thru- 
out the next day, until late igthe afternoon. In the morning he 
had a temperature of 103, but this dropt to 102.2 later in the 
morning. There was some oozing of blood on the dressings, but 
no indication of profuse hemorrhage, and he seemed to be doing 
very well until afternoon, when he developt severe pain in the 
back, for which morphine was given without relief. Later he 
became delirious, had to be strapt in the bed, and at 8 a. m. 
died. He lived in all between 88 and 39 hours after an injury 
which had produced such an enormous laceration of the liver: 
The whole of the upper and posterior portions were torn Into 
shreds, the wounds extending deeply into the liver substance: at 
one point was to be seen a gangrenous spot, which it had been 
suggested might have been the cause of the temperature. 


A most important report was that made to the California 
Academy of Medicine at its June meeting, 1899, by Dr. Philip 
Mills Jones. He presented a case of lupus of the face complete- 


ly relieved by the X-rays. The patient was exposed within three 
or four inches of a low vacuum X-ray tube from two to eight 
minutes, three times a week. The length of the exposure and 
the frequency of the treatments was decided largely by the ef- 
fect upon the skin; when too much reddened by the rays, the 
exposures were made shorter and less frequent. A slight derma- 
titis developt just below the eye and a slight conjunctivitis was 
also produced by the rays, a few of which managed to strike 
upon the conjunctiva at one or two seances; otherwise only the 
best of results were noted. Under this treatment the nodules 
disappeared and the skin regained its soft and pliable nature. 
Another case under his care was apparently cured by the same 
means: A lesion on the forehead, which had lasted, in spite of 
all treatment, for seven years. He has now been away for four 
months, but reports no change in the appearance of the former 
lesion. Dr. Jones is quite certain that the case presented to the 
society, from the change already noted and from the experience- 
of the former patient, will follow the same course and get well. 
Whether the cure will be a permanent one, however, is another 
thing and a question impossible to say until the lapse of much 
longer time. 


Dr. Dudley Tait recently exhibited a sarcoma of the testicle 
at the San Francisco Clinical Society, stating that it was remov- 
ed from a Chinaman, age 74 years, a merchant, who presented 
himself with a scrotal tumor about the size of an adult’s head. 
It was irregular in outline and in consistence and extended to 
the external orifice of the inguinal canal. The skin was norma! 
and not adherent. The veins were slightly enlarged; there was- 
no enlargement of the inguinal glands. No lumbar glands were 
discernible. The attending physician had tapt the mass at the 
lowest point, anteriorly, thinking it to be a hydrocele. A few 
drops of cystic fluid slightly sanguinolent escaped. The tumor 
was extirpated without difficulty after securing the cord and 
vessels en masse; the tumor was stript downwards. It proved 
to be that very rare tumor, sarcoma of the testicle. Gurlt, 23: 
years ago in the Vienna Hospital, records 16,637 tumors. Of 
these 848 were sarcoma, 45 of the esticle, 11.131 were carcino 
ma, with 64 of the testicle. German and English records show 
but 114. Sarcoma of the testis exhibits some interesting fea- 
tures. The nearest glands are almost always involved, which. 
partly explains the extreme frequency of abdominal involve 
ment through metastasis. Unlike carcinoma, the disease does 
not extend to the contiguous tissues. ‘There is generally a his- 
tory of traumatism or retained testicle. As to the age of most 
common occurrence, Virchow thought the young and the olé 
most commonly troubled, but Kocher’s statistics place the perio@ 
of greatest danger between the years of 20 and 50. Clinically 
it is impossible to make a differential diagnosis from carcinoma. 
It may be mistaken for hematocele or hydrocele, as in cases re- 
ported by Dupuytren and Kocher. Exploratory incision, under 
cocaine anesthesia, should always be made. Of course the prog- 
nosis is always grave, tho the results of operation are frequently 
very gratifying. Kocher was the first to call attention to the 
fact that it is quite often impossible to determine the prognosis 
from the microscopic sections, as the evolution of tumors of the 
testicle is very variable. 


At a recent clinical lecture, Dr. Stuart McGuire, Professor of 
Surgery in the Richmond University College of Medicine, exhib- 
ited a patient who illustrates the fact that skin grafts do not al- 
ways acquire the color of the individual on whom they grow,. 
and which demonstrates the importance of matching the borrow- 
ed skin to the adjacent integument in cases of cosmetic work: 
where the result of the operation is in an exposed position. The 
patient was a negro, whose leg was amputated in the clinic over: 
a year ago. Owing to an effort to save too much of the limb, 
sloughing occurred in the flaps, and a raw granulating surface re- 
sulted, over six inches in diameter. As soon as active suppura- 


| tion ceast he was brought before the class again, and the defect’ 


covered by Thiersch’s method of skin-grafting. Usually skin- 
grafts are cut from the individual’s thigh, but in this instance 
they were taken from the leg of a white man which had been am- 
putated a few moments before. Dr. McGuire exprest his belief, 
based on the investigations of Karg, that pigmentation would’ 
occur and that the white skin would gradually become black. 
The operation of skin-grafting was a perfect success, and the pa-- 
tient avas discharged in two weeks with a well-healed stump.. 
Now, a year afterward, the artificially formed skin is firm, pli-- 
able and painless, but still as white as the day is was inplanted.. 
Fortunately, owing to its position, it is a matter of no conse- 
quence. Had it beén upon the face, and had the colors been re- 
versed, there might be a lively suit for malpractice. 
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necessity for organizing, to recognize the power of great bodies 
in influencing legislation, to appreciate the advantages of sci- 
entific and social intercourse in making them better physicians, 
better men. The consequence is that very soon the work of medi- 
cal societies of the Great South will compare favorably with that 
of any other part of America, or of Europe. “Glory and honor 
and peace to every man that worketh good.” (Rom. 2: 10.) 


The Indian Territory Medical Association has hit upon a 
novel plan of reminding its members of the date of next meet- 
ing: It has printed a slip to paste in the hat—reading as fqJlows: 


TERMS :—$1.00 a Year in Advance, in United States, Canada and Mexico. 
FOREIGN SUBSCRIPTION TERMS: 
£ngland, 5 Shillings. France,6 Francs. Germany,5 Marks. Japan, 
1 Yen. Holland, 3 Florins. Russia, 1 Rouble 50 Kopecks. 


The soins beset in this magazine is that voucht for by the most prominent 
educators of this country; and is recommended for general adoption. o 


ST. LOUIS, SEPTEMBER, 1899. 


EDITORIAL. 

It is a matter for congratulation that all of the medical 
schools of the South, with two deplorable exceptions, have 
adopted the four-years’ course of instruction. For a long time it 
was feared that some of the weaker colleges would maintain a 
three years’ course, in the hope of receiving larger patronage; but 
the sentiment was so strong in the South in favor of requiring 
more time for obtaining the medical degree that the faculties 
did not dare persist in their determination to continue the old 
plan. Now the South can proudly say to the North: “We are now 
upon the same footing as you are, from the standpoint of length 
of term and preliminary education; henceforth the struggle for 
supremacy must be upon the one field of excellency of instruc- 
tion.” Let us hope time will demonstrate the superiority of 
Southern methods. 


Already there are several Southern colleges which stand as 
high as any in the world; notably is this true of the Medical De- 
partment of Johns Hopkins University, of Baltimore, a school 
which in equipment, in clinical facilities and in faculty has no 
superior anywhere. It is a school which is open to criticism 
chiefly for one reason: it does not advertise in the medical press 
to any great extent. This is a serious mistake. An institution 
of this kind should have a standing advertisement in every medi- 
¢al journal in the South, and pay a good price for it; and the 
board of managers makes a serious mistake in not making an 
appropriation to this end. Indeed, the professors themselves 
could well afford to give a part of their salaries to this fund if 
no other money is available—’twould be well invested. If some- 
thing of the kind is not done there will be other schools in the 
sunny South that will eclipse Johns Hopkins early in the next 
century, and by the aid of money judiciously expended with 
medical journals, 


Here in St. Louis, for example (and St. Louis must still be 
regarded as a “Southern” as well as “Western” city), there will 
be a college in the near future, with the same requirements as 
those of Johns Hopkins: a college degree for admission and a 
four-years’ graded course of instruction, with opportunities 
for post-graduate work, which will become a formidable rival. 
It will have the best of facilities for excellent work: good labora- 
tories, good hospitals and good teachers; and it will let its ad- 
vantages be known to all the South and West by judicious ex- 
penditure to the medical journals upon which a great part of its 
success must depend. With a good “press agent” and a liberal 
outlay no school in America will stand second to it in a few 
years. Whether or not this will be the Medical Department of 
the St. Louis University the near future will determine; it can 
be if it will! 


State medical societies in the South are all reported in fairly 
flourishing condition, tho a few have been poorly attended this 
year on account of scarcity of money. Better attendance might 
‘be secured if the meetings were to be held late in autumn—after 
crops have been marketed. In some parts of the South this plan 
has been tried, notably in the Indian Territory, and with the 
best of results. Other states would do well to follow this exam- 
ple. For there can be no doubt that in the not remote past inter- 
est in medical meetings has not, upon the whole, been as great 
in the South as in the North and West. Now, however, the doc- 
tors of the Southland are awakening; they begin to realize the 


Next Meeting at Wagoner, I. T. 
Dec. 5th and 6th, 1899. 


Now isn’t that unique? Every time a member takes off his 
hat he is reminded of the date of the next meeting of his society. 
As a fine program is promist, the December meeting will doubt- 
less be one of the best ever held in the Territory, which is say- 
ing much. 


Most of the Southern States now have excellent medical 
laws—Kentucky, especially, being latest with a law (and a Board 
of Health) which has practically banisht all quacks from the 
State. In Tennessee, unfortunately, a backward step has been 
taken, the last Legislature having amended the medical-practice 
law so as to admit to practice without examination “all graduates 
of reputable medical colleges in the State.” Graduates of col- 
leges outside the State must pass an examination before obtain- 
ing a license. This is the same law that Illinois has, save that 
in the latter State the State Board of Health has been given the 
discretion of examining or not the graduates of schools located 
in Illinois; to the credit of the Board, it has voted to treat all 
applicants alike. It is to be hoped the next Legislature of Ten- 
nessee will repeal the obnoxious amendment and thus not dis- 
criminate in favor of local colleges which might possibly profit 
by it by rapidly and cheaply increasing the stock of incompe- 
tents. If such an attempt is made in the meantime—let the 
charters be repealed. 


_ An esteemed correspondent in Texas writes to ask why the 
American Journal of Surgery and Gynecology admits to its pages 
the advertisement of Antikamnia—claimed by the writer to be a 
secret remedy—while it refuses that of Ripans Tabules, the for- 
mula of which is given on each package. As this question is one 
which has been frequently askt of late, it no doubt is of suf- 
ficient interest to warrant answer in these columns. Antikam- 
nia is a remedy which is advertised to, and for, the medical pro- 
fession exclusively; so even if its composition were a_ secret 
(which is not true) the use of it would not do harm to any phy- 
sician or his practice, nor diminish his income. But patent 
medicines like Ripans Tabules, Syrup of Figs, etc., are adver- 
tised to the general public, are for sale to every person—sick or 
well—who wants to buy at drug store, grocery or saloon; and 
the sale of every package is intended to keep some individual 
away from his doctor. This is the chief objection to “patent 
medicines:” they keep people from consulting physicians—thus 
robbing the latter of their fees. Of course, there is the element 
of possible injury to the victim of the “patent medicine habit,” 
but that amounts to little in the average case—the real injury 
is to the doctor who is deprived of his fee. Many manufacturers 
of patent medicine try in every possible way (by their advertise- 
ments, etc.) to keep people away from their doctors; so that ev- 
ery medical journal which encourages such proprietors by ac- 
cepting their advertisements is adding insult to injury. With 
agents like Antikamnia, which are not advertised to the general 
public, intended for sale among members of the medical profes- 
sion exclusively, the case is different: so long as their managers 
limit the sale of their products to physicians and maintain the 
excellence of their remedies every medical journal is entitled to 
carry their advertisements; and without censure. It is the man 
who tries to ride both horses, the medical profession and the 
“dear public,” who deserves to be thrown down; he injures 
both. Against such the voice of this journal will always speak 
in no uncertain tones. 


In the last article written for the medical press by the late 
Mr. Lawson Tait, the author makes a plea for adoption in North- 
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ern countries of the plan followed in Southern climes from time 
immemorial: the use of separate beds for married couples. He 
says: ‘The additional comfort obtained by every English man 
and woman on a visit to Southern countries, when they found 
in their bed rooms two snug little single bedsteads placed side 
by side, made no impression till about, ten years ago, when a 
few ventursome islanders began to dare the breath of scandal 
by having separate beds. There can be no doubt that this was 
the reason why the improvement was resented, for to this day 
the proof of the worst that can be circulated concerning a mar- 
ried couple is that ‘they occupy separate rooms!’ The use of 
separate beds was, and is to some extent still, regarded as almost 
as scandalous. Yet in all the best homes in our country of late 
each bedroom has attacht to it a ‘dressing room,’ with a single 
bed in it, and by this a great increase in comfort and health is 
attained. Now that we know that-consumption is a disease 
communicated from one to another by contact and breathing the 
air already breathed by the consumptive, the hygienic precau- 
tion of separate beds ought to receive some public recognition. 
For centuries the Italian physicians have taught the possibility of 
the disease spreading from husband to wife, and from one per- 
son to another, when a tainted and a healthy person have occu- 
pied the same bed. There are doubtless many other diseaes of 
which the same is true.” 


SURGICAL NOTES. 


In a late number of Railway Surgeon, Dr. Hunter P. Cooper, 
of Atlanta, Professor of Clinical Surgery in the College of Phy- 
siciens and Surgeons, reports three cases of successful amputa- 
tion at the hip-joint by the Wyeth method. Two of the patients 
were very young, one being a boy of sixteen years of age, and 
another a girl of thirteen, the amputations both being made for 
osteomyelitis of the whole length of the femur. The third case 
occurred in a man, thirty years of age, and the amputation was 
done on account of osteosarcoma developing at the site of a for- 
mer amputation of the thigh. 


Speaking of the practical management of bullet wounds of 
the abdominal viscera, Dr. H. Horace Grant, Professor of Surg- 
ery in the Hospital College of Medicine, Louisville, at the late 
meeting of the Southern Surgical and Gynecological Association, 
said that observation and experience on the part of most great 
operators have determined that penetrating wounds of the abdo- 
ten demand laparotomy at the earliest possible moment after 


diagnosis and thoro inspection of the entire region endangered. 


It is establisht that not only is the mortality in untreated 
wounds of the abdomen almost 100 per cent where the intes- 
tines are perforated, and very high in wounds of the solid viscera, 
but it becomes less promising every advancing hour, until by the 
second day peritonitis sets in and destroys the hopefulness of the 
prospect. Within the past two years Dr. Grant has operated 
upon four cases. In each case the patient was seen.early, in no 
instance later than four hours. In three, resection of the intes- 
tine was unnecessary. Three of the patients recovered; the 
fourth died from septic peritonitis due to the escape of a large 
quantity of fecal matter before operation. Autopsy disclosed a 
perfect intestine. 


At the recent meeting of the Southern Surgical and Gyneco- 
logical Association, Dr. F. M. McRae, Professor of Abdominal 
Surgery in the Atlanta College of Physicians and Surgeons, read 
a@ paper on penetrating wounds of the abdomen. He first re- 
ferred to a resolution past unanimously by the association at the 
Nashville meeting in 1896, to the effect that in all cases of pene- 
trating wounds of the abdomen it is the duty of the surgeon to 
make an exploratory incision so as to definitely determine whether 
the viscera have been injured or not. Since then a few able sur- 
gons have dissented from this opinion. The propriety of surgi- 
cal intereference in cases of penetrating gunshot wounds of the 
abdomen will depend on one of three things: (1) The general con- 
dition of the patient; (2) dangerous internal hemorrhage; (3) 
wounds of the stomach or intestines large enough to permit ex- 
travasation. He quoted from contributions to this subject by 
Senn, Nunez and others, and said, from the conflict of opinion 
and advice given by these and various other surgeons, one is at 
a loss to know just how to proceed in many cases. His own 
convictions, based on sixteen cases, which he narrated, are posti- 
tive. While he has the greatest admiration and respect for the 
surgical opinions of Senn, he should be recreant to his convic- 
tions were he to accept the proposition of noninterference laid 
down by Senn in his recent contributions to the subject. In 
most of the cases which have come under Dr. McRae’s observa- 


tion, where grave lesions of the abdominal viscera have existed,- 
the symptoms of internal injury were practically nil, and the 
positive signs of grave damage almost entirely absent. In con- 
clusion, he reiterated his firm conviction that every case of pene- 
trating wound of the abdomen, where there is reasonable doubt 
as to injury of the abdominal viscera, should be subjected to at 
least an exploratory operation. This enables the surgeon to 
either absolutely be sure that no injury has been done to the 
viscera, or to repair, as far as possible, such injuries when they 
exist. The mortality following a simple exploratory operation. 
per se is so small as not to weigh against the much greater mor-: 
tality that necessarily follows the expectant plan of treatment.. 
In the cases he has seen, the general and local signs have been. 
so misleading’ and enigmatic that prior to the operation a con- 
clusion on his part as to internal conditions would have been en-- 
tirely guess work. 


Dr. B. L. Eastman, Assistant to the Chair of Gynecology in 
the Medico-Chirurgical College of Kansas City (Kansas City 
Medical Index), reports the removal of a silver dollar from the 
esophagus of a man, nineteen years old. The coin was located. 
by the fluoroscope about one and a half inches above the supra- 
sternal notch, and after the tissues of the neck were separated 
by blunt dissection, it was removed by tearing the esophagus. 
near the carotid sheath; the wound was then packt. The wound. 
in the esophagus had healed soundly at the end of ten days, and@- 
the patient left the hospital at the end of three weeks. 


A new and thus far satisfactory method of treating hydro- 
cele has been devised by Winkelmann. The fluid is releast thru: 
an incision three to four centimeters in length, nearer the upper 
pole, after Schleich local anesthesia. The testis is then drawn 
outward as far as possible until stript of the serous tunica vagi- 
nalis covering, which is thus turned wrong side out. A stitch or’ 
two is taken to prevent the testis from slipping back into its 
sac and the testis and the tunica are replaced, and the skin: 
sutured. Adherences soon form, and this harmless operation 
proves as effective as the more radical ones. ‘The testis is a trifle 
higher than normal, and a slight edematous swelling may form 
for a short time, but there are no other inconveniences, and the: 
patient can be dismist at once, as there is no danger of hemor-- 
rhage. 


Medical Age says that Benzler has investigated the influence- 
of double orchitis in wedlock, not only those cases caused by. 
gonorrhea, but also those of traumatic origin; and by his investi- 
gations has discovered that in more than 77 per cent the faculty” 
of reproduction was retained. He instituted a general investiga- 
tion of 3,000 patients then confined in the military hospital at. 
Hanover suffering from gonorrhea. Only 474 of this large num- 
ber were found to have been married. Sterility was only consid-- 
ered when those married had past three years together without 
childen being born to them. After the expiration of this time- 
eases of absolute sterility caused by single orchitis increast from 
10.5 to 23.4 per cent, and those of double orchitis to 41.7 per cent. 
The foregoing facts substantiate the author’s assertion, viz., that= 
of every hundred men suffering from double orchitis, seventy- 
seven of them retain the power of reproduction, provided that 
the women they marry be capable of bearing children, and that: 
they have not been rendered ill and sterile by the man. 


In the treatment of both acute and chronic gonorrhea Dr. 
C. S. Murrell (Massachusetts Medical Journal) advises prolonged’ 
hot water irrigations. A soft catheter is past to within an inch: 
of the prostatic urethra. It is then connected with a “gravity 
apparatus” containing warm water, and in which the water is- 
gradually heated. The stream flows thru the catheter, and then: 
back between the catheter and mucous membrane. Several 
quarts of hot water are used at a time; some patients having a. 
“tolerance point” as high as 180 to 190 degrees F. he advan- 
tages claimed for this method are: The course of the disease is- 
shortened by at least two-thirds, making the average of the 
stoppage of the discharge nearer one week than three. The dis- 
charge immediately becomes non-purulent and reduced to a very 
small quantity. There is absence of chordee and pain on mic- 
turating. Stricture as a sequel is improbable. The usual incon-: 
veniences of the disease are done away with. 


The mede of attack in the operative treatment of cholelithia- 
sis depends naturally upon whether the calculus be situated in 
the gall-bladder itself or in the cystic or common duct. One of 
two incisions should be employed in exploring the region of the: 
gall-bladder or bile-ducts; the best one extends from about one-- 
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half an inch below the free border of the costal cartilages to a 
point two inches above the umbilicus, passing just within the 
outer border of the rectus muscle. The second is a curved in- 
cision parellel with the free border of the costal cartilages and 
about one inch below them. These incisions have been selected 
after a study of the distribution of the dorsal nerves over the ab- 
dominal wall, and it will be found that none but the ninth dorsal 
nerve will have been divided by either of the two incisions de- 
scribed. The longitudinal one is to be preferred, as it divides 
the muscles in its longitudinal and not in its transverse axis. If 
the gall-stones be lodged in the gall-bladder the calculi are re- 
moved from an incision in the fundus of the gall-bladder after 
the latter has been stitcht to the abdominal wall if drainage is 
-to be used. In order to avoid the annoyance of a fistula persist- 
ing for weeks or months after the operation, McBurney recom- 
mends the following modification of the ordinary procedure: The 
circumference of the gall-bladder about one-half inch below the 
fundus is sutured to the edges of the abdominal wound; a purse- 
string suture is past around the gall-bladder between the opening 
in the fundus and the line of suture to the abdominal wall; the 
free edge of the incised fundus is now inverted, a small rubber 
drainage-tube is inserted, and the purse string is tightened, so as 
to prevent reversion of the inverted edges. The inverted flaps 
act as valves to partially prevent the leakage of bile, and as the 
serous surfaces are approximated, more rapid closure will follow 
than if one depended upon granulations. After this method, the 
drainage-tube may be removed in the course of several days, and 
in a short while the fistula ~will be permanently closed. In my 
own work for the past three years, unless there are very strong 
contraindications, I close the opening in the gall-bladder and 
drop; without any drainage. If the calculus lodge near the out- 
let of the common duct, McBurney removes it thru an incision 
into the duodenum. If situated in any other portion of the ducts, 
the calculus must be removed by an incision in the ducts, directly 
over where it is lodged; and packing must always be employed. 


International Journal of Surgery suggests that all hypodermic 
injections may be rendered less painful and be more readily ab- 
sorbed if the active substance is dissolved in saline solution in- 
stead of plain water. 


Various methods have been recommended to prevent the 
formation of adhesions after trephining. Keen suggested a pe- 
dunculated flap of periosteum, Beach gold foil and abbe rubber 
tissue, but experience has demonstrated that all of these mate- 
rials are unsatisfactory, as they eventually become surrounded 
by connective tissue. After a series of experiments on animals 
with egg membrane, Freeman, of Denver, claims for it the fol- 
lowing advantages: (1) It is cheap and can be easily obtained; 
(2) it is not, in the full sense of the term, a foreign body, but it 
seems to incorporate itself with the surrounding tissues without 
the formation of noticeable cicatricial deposits; (8) there is no 
danger of subsequent infection, requiring a second operation, and 
leading to extensive formation of connective tissue. 


Among its valuable surgical hints International Journal of 
Surgery says: In ankylosis resulting from disease still existing, 
passive motion is harmful. The only manipulation allowable in 
such cases is for the purpose of placing the limb, if possible, in 
the most useful position. In deforming arthritis, for instance, 
knees should be straghtened out and elbows bent to a rather 
acute angle, under anesthesia. Then use rest, with splints and 
ice bags to prevent inflammation. 


Dr. D. S. Middleton, of Rising Fawn, Ga., reports to Alabama 
Medical and Surgical Age a case of acute suppurative peritonitis 
treated by abdominal section and drainage. At the operation no 
source of infection being found: the appendix, sigmoid, Fallo- 
pian tubes, etc., showing no special inflammatory lesion. The pa- 
tient died sixty hours after operation. 


In Alabama Medical and Surgical Age, Dr. D. F. Talley, Pro- 
fessor of Genito-Urinary Surgery in Birmingham Medical Col- 
lege, reports an interesting case: The patient, age 36, had suffered 
several years with a stricture about the pendulous urethra, and 
during the last few weeks had been unable to pass his water 
voluntarily, there being simply an overflow from distention of 
the bladder. When Dr. Talley examined him there was a swollen 
condition of the perineum, and the scrotal tissues were enlarged 
to three or four times their normal size, and even a part of the 
penis was swollen and boggy. His first effort was to enter the 
bladder thru the urethra by passing a small whalebone filiform. 
He soon found that this could not be accomplisht, as the urethra 
and penis, in certain portions, was so destroyed by the infiltrated 


urine that the filiform past thru and appeared on the outside. 
He was, therefore, forced to do a perineal section and enter the 
bladder without a guide. This being accomplisht, all the swollen 
and boggy tissues: were very freely incised; the scrotum was lit- 
erally cut all to pieces and most of the dartos removed, as it was 
necrotic. These incisions were made so freely that one testicle 
was exposed. The pus and urine that drained from the incisions 
was extremely foul, and the patient was very septic at the time 
of operation; his pulse was 160, and he was bathed in a cold 
sweat. Next morning he lookt a new man, and was feeling much 
better, as his bladder was well drained by a large tube, and all 
the infected tissues were draining freely. his patient improved 
steadily. In about a week after the operation several inches of 
the urethra, with all the surrounding ‘cellular tissues, slought 
away en masse. This slough extended from the perineal incision 
to within an inch and a half or two inches of the meatus. In his 
report Dr. Talley says he had never seen the urethra in its en- 
tirety slough away, and was curious to know what would become 
of the canal—whether or not it could be induced to remain suf- 
ficiently patent for the passage of the urine. But the canal was 
kept persistently open by the frequent passage of sounds, and the 
perineal wound soon healed, leaving a fistula only at the upper 
portion of the slought urethra. In a few weeks patient was feel- 
ing so well he returned to his work at the furnace, after which 
he neglected to have the sounds past at regular intervals. He ap- 
plied to the doctor several weeks later, saying he wanted the 
fistula (about two inches from the meatus )closed, which will be 
done after the urethra is sufficiently dilated. This case teaches 
that in urinary infiltration the best chances are given by free in- 
cisions and the removal of all necrotic tissue. It also teaches that 
one can get along without the urethra so long as the cicatricial 
canal is kept open for the passage of urine and transmission of 
seminal fluid. ‘his man’s virility is not impaired in the least. He 
says that intercourse is attended with the same pleasure as be- 
fore the operation. 


According to Samways, painting the anus with collodium will 
cure pruritus ani completely in twelve to fourteen hours, and also 
tend to reduce the size of external hemorrhoids, if applied on a 
tampon. The one disadvantage is a sharp burning sensation for 
: 8 which can be obviated by painting with cocaine be- 

orehand. 


The importance of conservative surgery for injuries of the 
thumb or index finger is well recognized. Ball (Philadelphia 
Medical Journal) reports the case of a man who sustained an in- 
jury thru the discharge of a cartridge, the shaft of the first meta- 
carpal bone of the thumb being carried away. At the request of 
the patient the thumb was not amputated. The action of the 
remaining muscles of the thumb deprived of their lever yielded 
but one result, shortening of the thumb on its axis, and there be- 
ing no flexion, extension, abduction or adduction. At the expira- 
tion of a year the tissues had so contracted that the articular 
heads of the bone were brought into contact and united, so that 
the patient soon regained all the normal.functional movements of 
his thumb. 


International Journal of Surgery again calls attention to the 
fact that in the class of fractures in which there is detachment 
of processes and apophyses, wevery often fail to get crepitus, as in 
transverse fractures of the patella, fractures of the olecranon and 
coronoid processes of the ulna, and of the coracoid and acromion 
processes of the scapula. 


Dr. W. R. Lockett, of Jefferson Medical College, after careful 
experimentation concludes that rubber gloves are of great serv- 
ice to the surgeon, and enable him to more certainly obtain asep- 
tie results, but that no other form of glove with which we are 
familiar is of material use. 


For enlarged glands, where surgical interference is inadvis- 
able, Keen advises the use of the the following ointment night 
and morning: 


Unguent. belladonnae ........ 4 
Unguent. petrolei ............ 


It is well to remember that latent syphilis may be complicated 
by secondary septicemia, upon which quinine and salicylate of 
sodium fail to act. The condition improves immediately, how- 
ever, when the primary disease has been treated by antisyphilitic 
remedies. 
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International Jouranl of Surgery advises that in place of the 
old fashioned lead lotion it is better to use Burow’s solution, 
which is more efficient and agreeable. Its formula is as follows: 
Acetate of lead (crystalized), three drams; alum, one ounce; wa- 
ter, twelve ounces. Mix well and filter, and before use dilute 
with four parts of water. Compresses of gauze soakt in this so- 
‘Jution are very serviceable in the treatment of local inflamma- 
tions, subduing swelling and alleviating pain. 


In resorting to operative intervention in cases of epilepsy 
mever promise a permanent cure. Epileptics are often favorably 
influenced by any departure from the establisht line of treat- 
ment; even the application of a blister to the spine may cause a 
markt amelioration in the number and severity of the attacks. 
Hence, while the immediate results of intra-cranial operations 
may be highly satisfactory, a long time must be allowed to elapse 
‘before one can speak of a definite recovery. 


In hernias, if male children, always be on the lookout for 
adherent prepuce. Such adherence is commonly associated with 
phimosis, and the phimosis offers such resistance to the outflow 
of urine as to cause straining that will endanger the integrity of 
weak abdominal wall.—Morgan. 


Lilienthal says: Acute septic disease of the bones or joints is 
notoriously painful; so, whenever fever, chills, slight icterus, 
wandering of the mind, albuminuria or spontaneous hemorrhages 
are coincident with pain of a severe character in a bone or joint, 
it is not well to wait too long before thinking seriously of opera- 
tion. 


GYNECOLOGICAL NOTES. 


Dr. Ernest S. Lewis, Professor of Diseases of Women in Medi- 
cal Department of Tulane University, New Orleans, discussing 
the subject of cancer of the uterus at the Southern Surgical and 
Gynecological Association, said that negro women, owing to 
their uncleanliness, their mode of living and tothe more fre- 
quent accidents to which they are subject during labor, are par- 
ticularly prone to cancer of the uterus. With regard totheresults of 
alloperations for cancer of the uterus, he could only recall one case 
of vaginal hysterectomy for cancer that lived eight years, after 
which the disease returned, and the patient finally died. The 
Aisease is so liable to return that he considers any operation as 
palliative—a conclusion not in accordance with that of most 
other operators who have dealt extensively with this dread dis- 
ease. If seen early and treated at once by radical operation, the 
chances of perfect cure are better—far better—than in cancer 
of any other region of the body. 


Two cases of rupture of the uterus during pregnancy are re- 
ported in Charlotte Medical Journal by Dr. Francis D. Kendall, 
of Columbia, 8. C. The first was a colored woman in the hands 
of a midwife. She had just died on his arrival, being still quite 
warm. On examining the:abdomen the doctor found it very 
large. On digital examination he could feel the child’s head, but 
could not ascertain the position, as the head moved upward when 
toucht. He then tried to apply forceps, but the head slipt entirely 
out of reach. He could distinctly feel the child moving—so he 
determined to open the body. As soon as he opened the abdomen 
the child’s head popt thru the opening; it was entirely out of the 
uterus. On examining the contents of the abdomen he found 
that the uterus had ruptured the entire length on the left side, 
from the fundus to the os, and on the right side there was an 
intramural fibroid tumor, which with the womb weighed four- 
teen and a helf pounds; the child was a well formed boy, weigh- 
ing nine pounds. The woman had borne six children before 
without trouble, except the one before this, which was removed 
with instruments, alive. The second case was also in the prac- 
tice of a midwife, eight miles away. On his arrival he found a 
handsome young woman dying; could see the child moving dis- 
tinctly. Just as soon as it was seen that the mother was surely 
dead the doctor opened her, and found that the uterus had rup- 
tured, seeming to have just split, from the fundus toward the 
os; the placenta was still intact and the cord pulsating, but very 
feebly; the rent in the uterus was on the left side, and the child 
partly out of the organ, and alive and kicking. He tied the cord 
and removed a fine boy, weighing ten and a half pounds. He is 
still alive and well. This was a young woman, eighteen years 
old, first time pregnant, well formed, weighing about 130 pounds, 
five feet, two inches high, white, and in good circumstances for 
farmer's wife. 


The subject of vaginal hysterectomy for prolapses is discust 
in the Western Medical and Surgical Gazette by Dr. H. 8. Cross- 
en, who has had considerable opportunities for observing its ef- 
fects in his position as superintendent of the St. Louis Female 
Hospital. He decides that it is not a proper procedure in this 
disease. His objection to it is not the immediate danger, for that 
is not very great. The operation is comparatively easy and the 
mortality low. Furthermore, such a disease as inveterate pro- 
lapse of the uterus and adjacent structures warrants procedures 
even more dangerous than vaginal hysterectomy, if such proced- 
ures will cure and are necessary to a cure. Neither is his ob- 
jection based on any sentiment regarding removal of the uterus 
and obliteration of the hope of future pregnancy. Such patients 
are usually invalids, frequently severe sufferers, miserable, a 
burden to themselves, and often a burden to their friends; and 
many of them beyond the menopause. The presence of the uter- 
us and the hope of future pregnancy is of secondary importance 
to the rescue of the patient from a life of suffering. He objects 
to vaginal hysterectomy for prolapsus for two reasons: (1) Be- 
cause it is unnecessary. The patients can be cured without it. 
(2) Because, in its ultimate effects, it is frequently a failure, and 
often puts the patients in a worse condition than before, for the 
prolapse, or hernia, of the vaginal walls, bladder and intestines 
that subsequently occurs is much more difficult to cure than the 
original trouble would have been if properly handled. ‘Che opera- 
tions he advises are ventral fixation with high perineorrhaphy and 
also anterior corporrhaphy if indicated. 


At the last meeting of the Southern Surgical and Gynecologi- 
cal Association, Dr. Howard Kelly, Professor of Gynecology in 
Johns Hopkins University, Baltimore, read a paper on ‘The 
Treatment of Complete Rupture of the Perineum by Dissecting 
Out the Sphincter Muscle and Its Direct Union by Buried Su- 
tures,” in which he said that the results from the best methods 
of treatment of complete tears of the perineum are not entirely 
satisfactory in a large percentage of cases. The control over 
liquid motions and flatus is, as a rule, not secured immediately, 
and it is usually necessary to encourage the patient by telling her 
that she “will learn to control the muscle in the course of 
time.” Such a control, more or less perfect, is gained in the 
course of several months. This defect in our present procedures 
is due to a faulty approximation of the sphincter ends which lie 
buried in a pit, and are, therefore, difficult to bring into accurate, 
firm apposition by sutures, embracing a considerable quantity of 
tissue surrounding the sphincter ends. Dr. Kelly proposes, there- 
fore, the deliberate dissection and freeing of the sphincter ends, 
drawing them out about one and a half centimeters from the tis- 
sues, cutting off the scarred ends, and affecting a direct union 
of the freshened ends by two or three catgut sutures. He was 
led to do this operation by his experience in a case which had 
been operated upon six times with a result, which, judged by su- 
perficial appearances, was perfect, and yet the patient had no 
control over her bowel functions. He made a semi-lunar incision 
around the anterior periphery of the anus and found the right 
sphincter end buried in scar tissue in the median line, while that 
of the left side was attacht out under the ischial tuberosity. The 
sphincter ends were united directly by buried catgut sutures, 
and the skin wound closed, and union took place per primam. In 
addition to these buried catgut sutures, a splinting suture of silk- 
worm gut is past thru the middle of the sphincter near the edges 
of the wound and on up thru the septum, splinting the ends to- 
gether and taking the tension off the catgut. He has since taken 
the hint given by this case and adopted a similar procedure in 
six cases of complete tear of the perineum due to confinement. 
Two additional cases were operated upon by Dr. W. W. Russell 
and one by Dr. Ramsay. In each instance there was a surpris- 
ing difference between the new and older methods, noted at 
once in the earliest stages of the convalescence, and the patient 
was immediately conscious of perfect control of her functions. 
The bowels should never be lockt up. Great care must be taken 
not to leave any dead spaces in closing the remainder of the 
wound in the usual way, in order to avoid all risk of infecting 
the buried sutures. He only recommends this operation to those 
who possess considerable skill in doing plastic operations and in 
securing a snug, accurate adaptation of the parts. 


“The Conservative Treatment of the Diseased Ovary” was the 
title of a paper read by Dr. Jos. Taber Johnson, of Washington, 
at the Southern Surgical and Gynecological Association. He re- 
markt that the difference betweeen the radical and conservative 
treatment of the diseased ovary is somwhat difficult to define, in- 
asmuch as the most radical treatment under some circumstances 
is really the most conservative, while in other cases, to conserve 


s 
t 
f 
t 
0 
h 


¥ 
LE 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


59 


the best interests of some particular diseased ovary requires the 
most radical surgery. In the early part of the present decade 
quite a wave of conservatism swept over the country, and con- 
siderable harm was done to pelvic and abdominal surgery in the 
mild and gentle name of “conservatism.” Incomplete ‘‘conserva- 
tive” operations were done, some of which had to be completed 
later on by radical operations. Some of the men who claimed 
to be the most conservative and attracted the timid doctors and 
frightened patients, were actually removing more ovaries and 
tubes than many of their so-called radical friends! Much credit 
has been claimed for saving a part or the whole of one ovary and 
tube, when only a simple catarrhal salpingitis existed, by an 
operator posing before the profession and community as a “con- 
servative,” when the surgeon designated a “‘dangerous radical” 
to be avoided would actually not have operated at all, and 
would probably have cured his patients by other means. In some 
instances genuine, successful conservatism was practist with 
lasting .beneficial results, but not always from the highest and 
purest motives. Again, it has been charged that actual radical- 
ism has successfully masqueraded under the name and guise of 
conservatism, to the injury of the trusting patient, and the dis- 
credit of good surgery. So much has been learned by accumu- 
lating experience, as the domain of the gynecologists has under- 
gone so much expansion that real conservatism is gradually 
gaining ground over real radicalism to such an extent that he 
who presents ovaries and tubes or a fibroid uterus to a modern 
up-to-date medical society has to state very good reasons why he 
sacrificed these important organs in their entirety to escape criti- 
cism and possible censure. Sacrificial surgery is gradually giving 
way to more conservative and humane methods. In abdominal 
surgery it requires a higher order of skill and a greater experi- 
ence to save an organ or part of an organ than it does to re- 
move it. It is important to save a portion of one ovary when 
the other has been removed on account of a tumor, an abscess, 
for any other cause; for the disagreeable symptoms accompany- 
ing the artificial and premature change of life are often stormy 
and protracted; in some rare instances, threatening, if not result- 
ing in actual insanity. These women are happily prevented 
from falling into such a condition by saving one or a portion of 
one ovary; menstruation is then not interrupted, and the sexual 
and other feelings of the patient undergo none of those sudden 
and peculiar revulsions which unfortunately sometimes follow 
the total removal of both ovaries and tubes. In conclusion, Dr. 
Johnson said that if growing experiences in the abdominal cavity 
and accumulation of evidence continue in favor of more conserva- 
tive and less sacrificial operative work, he feels sure that the 
deep debt of gratitude now felt toward abdominal surgeons by 
suffering women will be tenfold increast and intensified. 


Humiston expresses the opinion that no drainage is required 
in almost all cases of pelvic surgery. During the past four years 
he has drained in fewer and fewer cases, and there has been a 
steady decrease in his mortality-rate in this time. Cases of gon- 
orrheal pyosalpinx and tubo-ovarian abscess, suppurating ovarian 
cystoma, ruptured tubal-pregnancy and pelvic peritonitis are re- 
ported, which were successfully treated without the use of drain- 
age. 

J. T. Benbrook (Medical Times, September) reports a case of 
a@ woman who received two shots from a 44-caliber pistol, the 
first shot passing just below the crest of the left ilium downward 
and backward. A sacral abscess formed, from which a large 
amount of necrotic pus was removed. The second bullet past be- 
tween the eighth and ninth ribs of the right side, on a line from 
the axilla to the crest of the ilium. Examination of the wound 
showed that the ball had penetrated the abdomen, but as _ no 
symptoms arose operative treatment was not undertaken. On the 
third day after the injury the woman was taken with hemorrhage 
from the uterus and labor-pains. A large quantity of blood-clot 
was expelled, together with the bullet, which had past thru the 
fundus of the uterus into the cavity of that organ. 


Ries has shown by experiment that calcium carbid in a dry 
state has no effect on the tissues; hence the results produced 
when it is used in the treatment of carcinoma of the uterus as 
Suggested by Etheridge must follow after its disassociation as 
the result of the absorption of moisture from the serum oozing 
from the cureted surfaces. When decomposed, only acetylene 
gas and quicklime are produced. The gas was found to have ab- 
solutely no effect on the tissues of the body, the escharotie ac- 
tion being entirely due to the action of the quicklime. It is not 
believed that it has been proved that death has been postponed 
or the patient rendered more comfortable by the use of calcium 
earbid than by that of many other forms of local treatment. The 
cases that have been reported have not been treated with the car- 
bid exclusively, but in addition with curetment and cauterization, 


methods that, in the hands of other surgeons, have yielded fully 
as good results. It seems necessary that these facts be generally 
understood, for there is an impression among many practitioners 
that the use of the carbid is a curative measure that may take 
the place of excision of the growth. 


Corset-wearing, according to W. E. Fitch (Journal of the 
American Medical Association, Vol. XXX, No. 19, p. 1114), is not 
the only cause of mal-development of the uterus and accessory 
organs, causing diseased conditions, but one of the chief factors. 
The corset exerts its greatest influence, pressure, from above the 
brim of the pelvis downward, constricting the abdominal walls, 
the lower part of the thorax, and pushing inward the costal 
cartilages and often the seventh and eighth overlapping. The 
greatest constriction occurs, the author believes, in the im- 
mediate neighborhood of the stomach, which, when distended, 
as after a hearty meal, produces the hour-glass stomach found 
at times in this class of patients. Compression is so great in 
most cases as to interfere with the normal peristaltic action of 
the intestines, thereby producing constipation. Compression in 
any part interferes with physiologic functions. The author con- 
cludes as follows: “1. The normal breathing of woman is, like 
that of man, abdominal. Lacing changes the type to costal. 2. 
The pelvic organs normally make a considerable excursion with 
each respiration. Lacing in the upright position checks this 
motion almost entirely. 38. Sitting or leaning forward lessens 
intra-abdominal pressure. Lacing in these positions greatly in- 
creases intra-abdominal pressure. 4. The uterus is displaced 
downward by tight lacing from one to two and a half inches. 
The pelvic floor is bulged downward and the circulation rendered 
sluggish. 5. Uterine development is greatest from the twelfth 
to sixteenth years. Lacing is usually commenced at this period. 
Mal-development and displacement of the uterine organs and 
appendages thus occur. Amenorrhea is frequently the result 
of a peorly developt mucosa and its adnexa, together with fault- 
ily developt ovaries, a condition which, if neglected, often leads 
to atrophy or congestion with long-continued profuse flow. All 
women who have practist lacing complain, the writer says, of 
pain on removing the corset, this pain being due to the effort 
of the organs to assume their normal position.” 


New York Medical Times says, editorially: “The well-known 
‘trinity’ of symptoms which have always been insisted on as 
diagnostic of cancer of the uterus in its incipient stages, are 
pain, cachexia, and foul discharge. When these are absent, any 
other abnormal symptoms or conditions occurring at or near 
the menopause are generally regarded both by the patient and 
family physician as merely a part of the ills which female 
flesh 18 heir to at that period, and recovery is expected and 
promist when the ‘change’ shall be over. This, as Dr. L. Grant 
Baldwin very clearly shows (Medical News, March 5, 1898), is a 
deplorable mistake. In cases of malignant disease of the uterus 
these grave symptoms are late in appearing. When any one 
of them is present to any considerable extent it will matter little 
whether or not a diagnosis is made, for the patient will have 
left behind the ‘hope of successful treatment weeks if not months 
before. This is because, the uterus not being a sensitive or- 
gan, and having no connection with the chylopoietic viscera, but 
slight inroads are made on the patient’s general health until ad- 
jacent structures are implicated. That uterine cancer gives rise 
to a peculiar smell, Dr. Baldwin does not believe. The only 
sign, in fact, upon which he lays stress in this connection, is 
hemorrhage. In all cases which he has observed, bleeding has 
been the earliest symptom. Another early symptom may be an 
inter-menstrual watery, irritating discharge, but not necessarily 
foul-smelling. Nearly every case coming under observation ‘at 
a period of the disease sufficiently early for total extirpation of 
the uterus to offer any reasonable hope of a cure, will require 
for diagnostic purposes a preliminary scraping and a microscopic 
examination of the material removed.” 


A very interesting history of a huge ovarian cyst was reported 
to the Southern Surgical and Gynecological Association by Dr. R. 
R. Kime, of Atlanta, Ga. It was a record of the removal of an 
ovarian cyst, containing five gallons of fluid, from a small, slen- 
der girl, just seventeen years of age. The cyst was of rapid 
growth—it being only ten months from the time the swelling was 
first noticed by the patient until its removal. The patient was 
under observation five days before the operation, during which 
time there was a perceptible increase in the size of the tumor 
each day, noticed independently by the physician, nurse and the 
patient herself. On opening the abdomen, the cyst was found to 
be adherent to the omentum, and was tied off at three points. It 
was also adherent to the parietal peritoneum at a point where 
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there was acute inflammation, with suppuration, to the extent of 
half a pint or more of pus. The tumor had a_ broad _ pedicle, 
which was tied off in three sections from the broad ligament. 
The right ovary was found to be normal, and was not removed. 
The patient had a variable, weak, rapid pulse, and an elevation 
of temperature before the operation. On the third day after ope- 
ration, double pneumonia developt, but under treatment the acute 
symptoms soon subsided, and the lungs gradually cleared up, so 
that the patient returned home five weeks after the operation. 


Dr. Rudolph Matas, Professor of Surgery in Tulane Univer- 
sity, New Orleans, in a paper before the American Surgical As- 
sociation upon the operative treatment of cancer of the breast, 
said that notwithstanding the fact that his best results have 
been obtained with an operation that carried out the earlier 
teachings of Gross, Volkmann and Banks, he had unhesitatingly 
adopted the principles of Halsted’s operation since he described 
in the year 1894; and he has thus far seen no reason for return- 
ing to more primitive methods. By adopting Meyer’s suggestion 
tu detach the major pectoral from its humeral insertion in the 
start, he is satisfied that the operation is very much expedited, 
as the chief vascular supply of the field is thereby promptly con- 
trolled. The removal of both pectorals is a procedure that is sur- 
prisingly free from bad functional effects, for, apart from some 
stiffness and inability to raise the arm to the back of the head. 
the patients complain of comparatively little inconvenience. It 
certainly does not appear to add to the gravity of the operation. 
It does, on the other hand, greatly facilitate not only hemostasis, 
but also the prompt. complete and safe exposure of the entire 
exilla, supraclavicular triangle and subcapular space. It also per- 
mits the operator to remove en bloc the entire area of visibe in- 
fection, from the axilla to the breast, in a remarkably effective 
manner. He has given up trying to save any vessels or nerves 
in the axilla except the parent trunks and occasionally t&e long 
seapular and posterior thoracic. The axilla is thus cleared in 
toto, leaving the axillary plexus perfectly clean in the armpit. In 
clearing the supraclavicular fossa he has never found it necessary 
or justifiable to divide the clavicle. He found the clearing of this 
space to be the most unsatisfactory part of the operation, because 
the deep trapezial set of glands and the chains that accompany 
the subclavian vein are only partially toucht. Thoro cleaning out 
of the space between the clavicle and the scapula and above it 
will do very well as a prophylactic procedure when the glands of 
this region are apparently normal; but when they are already 
visibly involved a zone of infection has spread beyond them, and 
the key to the general lymphatic system has been hopelessly sur- 
rendered to the enemy. In conclusion, he stated that whatever 
the fallacies that underlie the so-called radical operation for can- 
cer of the breast, or a curative procedure, we are under lasting 
obligations to Dr. Halsted for the suggestions and brilliant dem- 
onstration of an operation that synthetizes in itself all the  re- 
sources that modern surgery can bring to bear against this most 
formidable disease. 


BOOK NOTES. 


The Tri-State Medical Journal and Practitioner, of St. Louis, 
is no more. Its name has been changed to Interstate Medical 
Journal. Dr. W. B. Outten, Chief Surgeon of the Missouri Pacific 
Railway, Professor of Surgery in the Beaumont Hospital Medical 
College. continues as editor, with the assistance of Dr. James 
Moores Ball, Professor of Ophthalmology in the College of Physi- 
cians and Surgeons. Dr. Otto F. Ball retains the business man- 
agement. 


The Couisville Medical Monthly and the Louisville Journal 
of Medicine and Surgery have been consolidated, under the name 
ot Louisville Monthly Journal of Surgery and Medicine. The 
Mcnthly will be edited by Dr. Jos. M. Mathews, ex-President of 
the American Medical Association, and Professor of Surgery and 
Diseases of the Rectum in the Hospital College of Medicine; Dr. 
A. M. Cartledge, Professor of Surgery in the Louisville Medical 
College; Dr. H. Horace Grant, Professor of Surgery in the Hos- 
pital College of Medicine, and Dr. Henry E. Tuley, Professor 
of Obstetrics and Clinical Professor of Diseases of Children in 
the Medical Department of Kentucky University, the last named 
being the maraging editor. 


A consolidation has been effected by which the Pacific Record 
of Medicine becomes merged into the old and always interesting 
Occidental Medical Times. Dr. J. H. Parkinson remains editor, 
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with Dr. L. A. Kengla as associate. The office of publication has 
been moved from Sacramento .to San Francisco. 


A combination of the Atlanta Medical and Surgical Journal 
with the Southern Medical Record has been made—much to the 
credit of their managers. The Journal-Record is nuw one of the 
best publications iu the South. 


The annual report of Dr. Walter Wyman, Surgeon-General of 
the United States Marine Hospital Service, for the ‘Centennial 
Year” 1898 has been received. It is an octavo volume of $55 
pages, containing a vast amount of very valuable information. 
Among articles of interest to surgeons may be mentioned: “Lo- 
cation of Bullets by X-Rays,” by Dr. R. M. Woodward; “Anthrax 
Edema,” by Dr. W. P. McIntosh; “Operations for Femoral Her- 
nia,” by Dr. J. B. Stoner; ‘‘Lacerated Wounds of the Foot,” by 
Dr. J. H. Oakley; “Herniotomies,’ by Dr. H. S. Matthewson; 
“Radical Cure of Hernia,” by Dr. J. B. Eagleson; and the report 
of special investigation on infections from the pneumococcus, the 
pseudo-diphtheria bacillus and the bacillus typhosus. 


The St. Louis Courier of Medicine has been once more re- 
vived. No. 1 of Vol. XXI. has just been received, bearing date 
of July, 1899, under the editorship of Dr. C. R. Dudley, Secretary 
of the St. Louis Medical Society, with the assistance of Drs. Jo- 
seph Grindon, BE. F. Smith and W. A. Shoemaker. This number 
contains 80 pages of excellent reading matter, the original arti- 
cles being by Drs. Nicholas Senn, of Chicago; Ludwig Bremer, of 
St. Louis; Roswell Park, of Buffalo, and A. J. Steele, of St. 
Louis. It is a beautiful specimen of the printer’s art. If it re- 
ceives the support it deserves it will soon become again one of 
the leading medical publications of America. 


Texas has a new medical journal. It is called the Texas Clin- 
ic; is issued from Dallas; monthly; $1 per annum; and edited by 
Drs. P. L. Campbell, S. E. Milliken, E. Aronson and J. E. Wilson. 
The numbers already issued are very interesting, and promise a 
successful career for the journal, 


“A Text-Book of Diseases of Women,” by Charles B. Penrose, 
M. D., Ph. D., Professor of Gynecology in the University of Penn- 
sylvania, is the title of a most excellent book for medical stu- 
dents and others who desire a well-written, concise resume of 
the chief subjects of gynecology. It is publisht by W. B. Saun- 
ders, of Philadelphia, as a most beautiful 8-vo. volume of 530 
pages, admirably illustrated; at $3.50. For the benefit of practi- 
tioners who desire a more elaborate work, with a diffuse eluci- 
dation of the subjects of diagnosis and treatment, it is to be hoped 
the author will prepare a more exhaustive treatise written in the 
same commendable style as the present volume. 


Author—“Why did you condemn my book?” 
Receiver—‘I read it.” 


J. B. Flint & Co., of New York, last year issued “Flint’s En- 
eyclopedia of Medicine and Surgery.” It is the second edition, 
l,odu pages, revised with the assistance of fifty-six contributors. 
Price: Cloth, $5; leather or half morocco, $6. Some of the work 
is well done and satisfactory. Most of it is entirely too brief to 
be of value except as a sort of medical dictionary for a medical 
student—for which purpose it may have been intended; if so, it 
will fulfill its mission very well. For the average reader of this 
journal it would not be of much service. 


An interesting and instructive little volume is “The Principles 
of Bacteriology,’ by Dr. Ferdinand Hueppe, Professor of Hy- 
giene in the University of Prague, translated by Dr. E. O. Jordan, 
Assistant Professor of Bacteriology in the University of Chicago. 
It is a neatly printed book of some 500 pages, publisht by the 
Open Court Publishing Company, of Chicago, at $1.75. The rela- 
tion of pathogenic bacteria to the practice of surgery is so inti- 
mate that every surgeon should be thoroly familiar with bac- 
teriology, as without such knowledge it is impossible for him to 
understand the methods of wound infection and the principles of 
prevention so essential to success in operative work. If there is 
any reader of this journal who has not a perfect understanding 
of the subject it will pay him to purchase this book and read it 
from cover to cover. 
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AMERICANS AHEAD. 


At the meeting of the British Medical 
Association, held in Montreal in 1897, a 
very prominent physician of London, Eng- 
land, who was examining the exhibit of 
nebulizers, air compressers, etc., made by 
the Globe Manufacturing Co., remarked to 
a friend: “The Americans are away ahead 
of us in these lines.’’ Globe Nebulizers are 
extensively used the world over, and have 
long been recognized as the standard in- 
struments of their class. 

A number of new styles have been 
brought out recently, both in single and 
multiple nebulizers, and combinations with 
air receivers, tables, etc. No physician 
ean afford to be without one of these out- 
fits, as they are of inestimable value in the 
treatment of diseases of the nose, throat, 
middle ear, bronchial tubes and lungs. 

Full particulars will be furnished on ap- 
plication to 

GLOBE MANUFACTURING CoO., 
Battle Creek, Mich. 


WYOMING SOCIETY. 


Program of the third annual meeting of 
the Wyoming State Medical Society, to be 
held in the Odd Fellows’ hall, at Laramie, 
Wyo., October 10-11, 1899: 

FIRST SESSION. 


Wednesday, October 10, 2 p. m. 

Call to order by the President. 

Divine Invocation—Elmer E. Smiley, D. 
D., President University of Wyoming. 

Address of Welcome—Rev. H. V. Ro- 
minger, pastor First Presbyterian Church, 
Laramie, Wyo. 

Response to the Address of Welcome—H. 
M. Bennett, M. D., Cheyenne, Wyo. 

Reports of Standing Committees. 

Reports of Special Committees. 

Report of Delegates to the American 
Medical Association and other Societies. 

President’s Address—Medical Legislation; 
Its Relation to the Laity and the Medical 
Profession—R. Harvey Reed, M. D., Rock 
Springs. 

The Application of Our New Law—Geo. 
P. Johnson, M. D., Cheyenne, Wyo. 

Aortic Aneurisms, with Report of Cases 
and Exhibition of Specimens—J. N. Hall, 
M. D., Denver, Col. 

Banquet—Tuesday evening, October 10, 
at 9 p. m., a banquet will be given in hen- 
or of the members and invited guests and 
their ladies by the medical profession of 
Laramie at the Thornburg Hotel. 


SECOND SESSION. 


Wednesday, October 11, 9:30 a. m. 

Call to Order. 

Reading of Minutes of First Session. 

Report of General Committee of Arrange- 
ments. 

Report of Executive Committee. 

Report of Committee on Program and 
Printing. 

Report of Committee on Legislation. 

Report of Committee on Admissions. 

Report of Committee on Ethics. 

Report of Committee on Necrology. 

Appointment of Committee on Nomina- 
tion. 

Clinic—Opened by I. R. Swigart, M. D., 
Laramie, Wyo. 

Clinical Report of a Case of Fracture of 
the Nose and Upper Jaw—E. Stuver, M. 
D., Fort Collins, Col. 

(Members of the medical profession are 
respectfully invited to present any inter- 
esting cases and call on such members as 
they may desire to hold a clinic on the 
same.) 


Presentation of Pathological Specimens. 

Modern Business Methods for the Medi- 
cal Profession—W. A. Jolly, M. D., Raw- 
lins, Wyo. 

The Administration of Anesthetics—E. E. 
Levers, M. D., Almy, Wyo. 

The Report of Some Cases in My Prac- 
tice—M. A. Hughes, M. D., Salt Lake City, 
Utah. 

The Disturbances of Pregnancy—Char- 
lotte Hawk, M. D., Green River, Wyo. 

THIRD SESSION. 
Wednesday, October 11, 2 p. m. 

Call to Order. 

Reading of Minutes of Second Session. 

Election of Officers. 

Selection of Next Place of Meeting. 

Is High Altitude an Etiological Factor in 
Insanity?—C. H. Solier, M. D., Evanston, 
Wyo. 

A New Method of Closing the Internal 
Ring in Operating for Inguinal Hernia— 
Leonard Freeman, M. D., Denver, Col. 

Cerebral Spinal Meningitis: Brief Report 
of Eleven Cases— I. R. Swigart, M. D., 
Laramie, Wyo. 

Mountain Fever—E. Stuver, M. D., Fort 
Collins, Col. 

The Management of Abortion, with Re- 
port of Cases—John F. Leeper, M. D., 
Casper, Wyo. 

The Significance of Spastic Symptoms— 
Henry W. Coe, M. D., Portland, Ore. 

Pelvic Abscess—P. Hyrup-Pederson, M. 
D., Laramie, Wyo. 

Intra-Ligamentous Growths—Thos. H. 
Hawkins, M. D., Denver, Col. 

New Business. 

Unfinished Business. 

Miscellaneous Business, 

Introduction of President-elect. 

Reading of Minutes of Third Session. 

Adjournment. 

Efforts are being made to get special 
rates on all railroads in the state in favor 
of members and their families. 

R. HARVEY REED, M. D., Pres., 
Rock Springs, Wyo. 

E. STUVER, M. D., Sec., 

Rawlins, Wyo. 


A GREAT MEETING. 

Program of the twenty-fifth annual meet- 
ing of the Mississippi Vailey Medical Asso- 
ciation, to be held in Chicago, October 3-6, 
1899: 

Address in Medicine—Dr. J. A. Wither- 
spoon, Nashville. 

Adress in Surgery—Dr. Lewis S. Mce- 
Murtry, Louisville. 

1. Enzymes and Immunity—Chas. T. Mc- 
Clintock, Detroit. 

2. Recent Physio-Chemie Researches as 
to the Physiologic Action of Lecithin and 
Other Organic Phosphorus Compounds—L. 
H. Warner, Brooklyn, N. Y. 

3. Communal Hygiene—Ernest B. San- 
gree, Nashville, Tenn. 

4, Some Phases of Malaria—Quinine in— 
Wm. Britt Burns, Deckerville, Ark. 

5. The Treatment of Pulmonary Tuber- 
culosis by Inhalation of Antiseptic Nebu- 
lae—Homer M. Thomas, Chicago, IIl. 

6. The Management of Cases of Pul- 
monary Phthisis at Health Resorts—Chas. 
F. McGahan, Aiken, S. C. 

7. The Treatment of Acute Lobar Pneu- 
monia—Ramon D. Garcin, Richmond, Va. 

8. The Art of Diagnosis—E. L. Larkins, 
Terre Haute, Ind. 

9. Do We Need to Think?—Wm. O’Neall 
Mendenhall, Richmond, Ind. 

10. The Evils: Their Causes, and the 
Remedy that Will Edify Medicine in the 
United States—A. M. Osness, Dayton, O. 


11. Two Cases of Typhoid Fever with 
Unusual Complications in Very Young 
Children—E. B. Montgomery, Quincy, Ill. 

12. Further Observations on the Treat- 
ment of the Abdominal Viscera through 
the Colon—Fenton B. Turck, Chicago, Ill. 

13. Report of a Case of Complete Hernia 
of the Pregnant uterus—M. V. Anderson, 
Toledo, O. 

14. Leptomeningitis — Frank Parsons 
Norbury, Jacksonville, Ill. 

15. Pathogenesis of Functional Nerve 
Diseases and Its Prophylactic Indications— 
John Punton, Kansas City, Mo. 

16. The Association of Hysteria with 
Organic Disease of the Nervous System— 
Philip F’. Zenner, Cincinnati, O. 

17. The Clinical Psychiatrist in General 
Practice—C. H. Hughes, St. Louis, Mo. 

18. Temperament and Its Influence—Al- 
bert E. Sterne, Indianapolis, Ind. 

19. Obstipation and Its Radical Treat- 
ment—Thomas Charles Martin, Cleveland, 
Ohio. 

20. Intestinal Auto-Intoxication: Its Pre- 
vention and Treatment—Wm. I’. Barclay, 
Pittsburg, Pa. 

21. Indigestion in Infants and Children— 
James H. Taylor, Indianapolis, Ind. 

22. Lithiasis—R. Alexander Bate, Louis- 
ville, Ky. ‘ 

23. Nephrolithiasis—A. H. Cordier, Kan- 
sas City, Mo. 

24. The Therapeutics of Infectious Con- 
junctivitis—Dudley S. Reynolds, Louisville, 


25. Supra-Renal Gland as a Therapeutic 
Agent in Ophthalmology, Otology and 
+ aii B. Tiffany, Kansas City, 

fo. 

26. Introversion of the Iris—L. W. 
Beardsley, St. Louis, Mo. 

27. The Successful Treatment of a Case 
of Graves’ Disease as an Auto-Intoxication 
—Charles L. Minor, Asheville, N. C. 

28. The Treatment of Dysentery—J. W. 
Knowlton, Paint Rock, Ala. 

29. A Contribution to the Study of Lung 
Reflexes—Marion K. Bowles, Joliet, Ill. 

30. Vesico-Rectal Anastomosis—J. Frank, 
Chicago, Ill. 

31. Intolerant Ulceration of the Rectum, 
with the Report of Five Cases—Sterling B. 
Taylor, Columbus, O. 

32. Modern Surgical Treatment of Hem- 
orrhoids—G. M. Blech, Chicago, Ill. 

33. An Arm Saved after being Run 
Over by a Railway Locomotive and Crush- 
ed—S. L. Kilmer, South Bend, Ind. 

34. Urethral Endoscopy—W. R. Blue, 
Louisville, Ky. 

35. The Value of Prostatic Bxamination— 
J. Leland Boogher, St. Louis, Mo. 

36. The Technic of Abdominal Incis- 
ions, Peritoneal and Extra-Peritoneal—s. B. 
Milliken, Dallas, Tex. 

37. Mammoth Ovarian Cysts: Report of 
a Tumor Weighing 245 pounds—Jas. B. 
Bullitt, Louisville, Ky. 

38. Some Causes of Death after Abdomi- 
nal Section—-Louis Frank, Louisville, Ky. 

39. Intestinal Obstruction from Gall- 
Wesley Bovee, Washington, D. 


40. Obstructive Growths of the Pylorus, 
with Report of a Successful Case of Pylor- 
ectomy—J. Ii. Allaben, Rockford, Ill. 

41. What Becomes of the Medicinally 
Treated’ Cases of Appendicitis?—Lewis 
Schooler, Des Moines, Ia. 

42. Appendicitis from a Medical Stand- 
point—I. N. Love, St. Louis, Mo. 

43. A Plea for Early Operation in Ap- 
pendicitis—A. M. Hayden, Evansville, Ind. 

44. Surgical Features of Appendicitis— 
Hal. C. Wyman, Detroit, Mich. 
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NEW SUBSCRIBERS. 


AUGUST LIST. 


NEW SUBSCRIBERS. NEW SUBSCRIBERS. NEW SUBSCRIBERS. 
ARKANSAS. Dr. Louis Anderson, Ft. Riley. Dr. R. B. Farley, York. 
“ Dr. E. D. Meeker, Galena. Dr. C. L. Mullins, Broken Bow. 
Dr. G. R. T. Lerois, Texarkana. Dr. C. S. Callendar, Anthony. Dr. H. H. Schultz, Sutton. 
BRITISH COLUMBIA. Dr. R. B. Mullens, Sargeant. 
r. J. H. Page, Emporia. Dr. G. M. Andrews, Stella 
‘ Dr. J. A. McNaughton, Vancouver. Dr. H. R. Maxson, Nortonville. Dr. Geo. F. Boone, Alexandria. 
‘ CALIFORNIA, r. J. T. Curtis, Dwight ; 
: Dr. R. A. McLean, San Francisco. Dr. W. H. Brown, Coffeyville. NEVADA. 
Dr, A. J. Downing, Eldridge. Dr. C. Hammond, Topeka. Dr. J. A. Huntsman, Austin. 
fs Dr. J. MeMahon, San Jose. Dr. W. M. Boone, Highland. 
ie Dr. D. Dwire, Redondo. Dr. J. T. Axtell, Newton. NEW YORK. 
Dr. G. W. Dufficy, Sacramento. a tage ra a Jr., Cuba. Dr. E. F. Slater, New York. 
Dr. W. B. Wood, Orange. Dr iF Dr. Carl Mann, Warsaw. 
Dr. I. B. Parker, Santa Ana. Dr. C E Eli a li C. : Dr. C. E. Davenport, Sanitaria Springs. 
: Dr. A. M. Taylor, San Francisco A ott, Wellington. 
: Dr. C. ©. Shinnick, Oakland. r. A. S. Haworth, Norton. OHIO. 
Dr. 'T. M. Zane, Osage City. 
Dr. E. W. Gurley, Cleveland. 


COLORADO, Dr. J. T. Curtiss, Dwight. 
Dr. W. A. Turner, St. Mary’s. 


Dr. G. M. Leslie, Conroy. 


Dr. Leonard Freeman, Denver. Dr. C. V. Corns, Norcatur. 
Dr. J. B. Baker, Erie. Dr. I. B. Parker, Hill City. : OKLAHOMA. 
Dr. S. P. Anderson, Colorado Springs. Dr. R. E. Thacker, Lexington. 
Dr. E. I. Raymond, New Windsor. F ENTU. KY. Dr. Thos. Odell, Moore. 
CONNECTICUT. Dr. Willis L. Moss, Clinton. Dr. Chas. R. Hume, Anadarko. 
: Dr. M. P. Creel, Central City. Dr. J. H. Medaris, Alvaretta. 
Dr. F. B. Newton, Stafford Springs. Dr. Willis R. Moss, Clinton. Dr. A. L. Blesh, Guthrie. 
DELAWARE. MICHIGAN, Dr. L. P. Dean, Shawnee. 
Dr. W. M. Ogle, Delaware City. Jr, S. Le Roy, Grand Rapids. 
IDAHO. MISSOURI. Dr. H. C. Tles, Arlington. 
Dr. J. M. W. Cannon, Kidder. 
r Dr. N. J. Brown, Halley. Dr. H. 8. McElmurray, Charleston. . ONTARIO. 
ILLINOIS. Dr. H. E. Pearse, Kansas City. Dr. W. J. Webb, Toronto. 
Dr. R. A. Goodner, Nashville. Dr. N. M. Willdson, Clayton. 
Dr. C. B. Foreman, Kane. Dr. C. L. Lackey, Booneville. ORE ON. 
Dr. G. P. Livingston, Waterloo. Dr. E. 8S. Garner, St. Joseph. Dr. W. H. Saylor, Portland. 
Dr. R. J. Curtiss, Joliet. Dr. N. P. Lewis, Kansas City. Dr. C. E. Hawke, Tillemook. 
Dr. L. Brannon, Joliet. Dr. J. F. Roach, St. Louis 
Dr. J. W. Fisher, Peoria. Dr. T. E. Potter, St Joseph. PENNSYLVANIA, 
Dr. G. W. Ross, Carrollton. Dr. W. A. Von Gremp, Iberia. 
r. J. W. Bolton, Pattonsburg. 
INDIANA. Dr. A. H. Fraser, Kansas City. Dr. 
r. KH. ©, Davidson, ayette. Dr. B. F. Bowline, Bagnell. 
INDIAN TERRITORY. Dr. R. H. Chittenden, Kansas City. 
Dr. J. 8. Unild, Purcell. Dr. W. E. Shelton, Appleton City. Dey p SOUTH CAROLINA 
Dr. A. C. Bartow, Okfuskee. Dr. Alfred Roulet, St. Louis. Dr. W. F. Mitchell, Avon , 
IOWA. Dr. G. M. Hayes, Hayti. 
Dr. Chas. F. Mitchell, Cedar Rapids. he ee. Vain Dr. I. A. MacSwain, Paris. 
Dr. F. Vest, Montezuma. Dr. G. C. Savage, Nashville. 
r. Wm. Gilkes, Wilton Junction. Dr. T. G. Withers » M. J. 8. ’ . 
poon, St. Louis. Dr. J. R. Carroll, Henderson. 
Dr. F. Rodgers, Adel. Dr. C. M. Maupin, Papinsville 
Dr. H. R. Layton, Leon. Dr. E. A G Ra TEXAS. 
Dr. B, Patty, Carroll. 
Dr E. L. Eggers, Creve Coeur. Dr. E. E. Scott, Hawley. 
Dr. N. H. Richards, Coggan. Dr. L. L. Smith, Norris 
Dr. B. R. Smith, Toledo. pest ’ 2 Dr. E. Cross, Burksdale. 
Dr. W. S. Allee, Olean. Dr. D. D. Fowler, Paint Rock. 
KANSAS. Dr. W. John Harris, St. Louis. Dr. S. M. Clark, San Antonio. 
Dr. W. B. Hardy, Belleville. Dr. Leon Rosenwald, Kansas City. UTAH 
Dr. J. H. Ballou, Pretty Prairie. Dr. F. E. Cozad, Lemonville. ° 
Dr. A. Taylor, Hutchinson. MONTANA. Dr. M. oo 
Dr. Geo. M. Seacat, Cherryvale. Dr. C. B. Miller a. Dr. H. V. Cassaday, Mt. Pleasant. F 
Dr. A. M. Kirkpatrick, Blue Mound. - <a Dr. F. Cliff, Manti. 
Dr. J. 8S. Kirkpatrick, Blue Mound. NEBRASKA. WASHINGTON 
Dr. J. G. Ingraham, Marquette. Dr. R. C. McDonald, Fremont. . 
Dr. B. Bell-Andrews, South Auburn. Dr. E. Bories. Seattle. 


Dr. T. A. Stevens, Caney. 
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45. A Study of Twenty-seven Cases of 
Appendicitis—Frank T. Merriwether, Ashe- 
ville, N. C. 

46. Surgery of the Turbinated Bones—J. 
A. Stucky, Lexington, Ky. 

47. Nasal Stenosis Due to Defective Sep- 
ta, and Its Treatment with or without 
Thickening of the Convex Sides—John J. 
Kyle, Marion, Ind. 

48. Mastoid Operation, with Report of 
Cases—Geo. F. Keiper, Lafayette, Ind. 

49. Beta-eucaine as an Anesthetic in Eye 
Surgery—W. H. Poole, Detroit, Mich. 

50. The Surgical Treatment of Chronic 
Frontal Sinusitis—Richmond McKinney, 
Memphis, Tenn. 

51. Observations on Surgery of the 
Brain, Based on Clinical and Experimental 
Evidence—Geo. W. Crile, Cleveland, O. 


52. Removal of the Cervical Sympathetic. 


for Epilepsy, Exophthalmic Goitre and 
Glaucoma—Emory Lanphear, St. Louis, 
Mo. 

53. Treatment of Certain Ocular Dis- 
eases by Excision of the Cervical Sympa- 
thetic Ganglia— James Moores Ball, St. 
Louis, Mo. 

54. Suture Materials in Surgery—Jos. 
Price, Philadelphia, Pa. 

55. The General Treatment of Patients 
Before, During and After Surgical Opera- 
tions—Fenton B. Turck, Chicago, Ill. 

56. The Modern Small Bore Projectile— 
Aug. Schachner, Louisville, Ky. 

57. The Effects of the Automatic Mauser 
Pistol—J. D. Griffith, Kansas City, Mo. 

58. Surgical Tolerance and Results—F. 
F. Bryan, Georgetown, Ky. 

59. The Treatment of Gonorrhea in the 
Female—A. Ravogli, Cincinnati, O. 

60. Inflammation of the Verumontanum 
Indianapolis, Ind. 


LA GRIPPE: ITS MANIFESTATIONS, 
COMPLICATIONS AND TREATMENT. 


By W. W. Grube, A. M., M. D., Toledo, O. 
Professor of Physiology and Clinical 
Medicine, Toledo Medical 
College, Toledo, O. 

(Abstract from the Journal of the Ameri- 
can Medical Association, March, 

25, 1899.) 

Professor Grube sees no reason why the 
intelligent observer need err in his diag- 
nosis of la grippe; he believes that the in- 
tensity of the catarrhal symptoms, the 
great prostration and tardy convalescence 
form a typical clinical picture. Though the 
catarrhal symptoms are usually limited to 
the respiratory mucous membrane, they 
are not always so, and in the writer’s ex- 
perience the invasion of the mucous mem- 
brane of the digestive tract has been quite 
frequent. Not alone mucous membrane, 
but a part or all of the cerebro-spinal axis 

has been invaded. 

In many cases the so-called complica- 
tions are simply an extension and aggrava- 
tion of the catarrhal or inflammatory con- 
dition; thus an extension of the usual in- 
flammatory condition of the throat through 
the Eustachian tube produces middle-ear 
complications; the bronchitis, too, may ex- 
tend and become capillary, or even a pneu- 
monitis may result. So we believe that in 
the so-called abdominal form, with severe 
gastro-enteric catarrh, it may extend by 
contiguity and inaugurate a general peri- 
tonitis. Upon this theory alone can we ex- 
plain the supervention of a severe general 
peritonitis in a case under our care, now 
happily terminating in convalescence. 

The patient was a girl of 11 years, who 


had never been seriously ill before. Twen- 
ty-four hours after the illness began she 
had, besides the usual alarming symptoms 
of la grippe, a high temperature, wild de- 
lirium, constant emesis, frequent and co- 
pious discharge of feces and urine. The 
appropriate remedies were prescribed, the 
vomiting ceased and she rested; but on the 
third or fourth day she developed symp- 
toms of peritonitis, abdominal pain, hard- 
ness and some tympanites, etc. Calomel 
was prescribed, twenty grains, divided into 
four powders, one every three hours; also, 
the usual turpentine stupes, morphine to 
quiet pain, ete. The next day, finding no 
improvement, but rather aggravated symp- 
toms, green vomit, bowels not moved—a 
very gloomy prognosis was given, and at 
the family’s request a consulting physician 
was called, who concurred in diagnosis and 
prognosis, and had nothing more to sug- 
gest. On the writer’s return in the even- 
ing, however, he decided, in view of the 
great mortality of these cases by the routine 
method, to try the local application of a 
mustard poultice; also, for their germicidal, 
antiseptic and healing qualities, he gave in- 
ternally Hydrozone, diluted, in frequent 
doses, alternating with doses of Glycozone. 
In twenty-four hours there was slight im- 
provement. In forty-eight hours the patient 
was decidedly better. Improvement contin- 
ued, and the girl was so well February 21 
that she was dismissed as cured. 


verhaps the most common complication 
In children is the middle-ear inflammation 
caused by extension of the pharyngeal 
eatarrh up the Eustachian tube into the 
tympanum. In the case of a child six 
months old, recently under our care, we 
had a middle-ear complication; in which 
the pain was controlled by the usual meth- 
ods and by the instillation into the aural 
canal of a few drops of cocaine solution. 
After suppuration occurred, however, the 
canal was cleansed by Hydrozone solution 
(warm), and a piece of absorbent cotton 
saturated with Glycozone used as a dress- 
ing by inserting it into the canal. As the 
ear complications sometimes prove very 
serious, it is gratifying to know that in the 
above remedies we have a safe, speedy and 
effectual method of cure. We believe, also, 
that, if these cases were seen early, by 
proper treatment the extension and conse- 
quent complications might be prevented. In 
a little girl with severe tonsilitis and phar- 
yngitis we are now spraying the throat 
with Hydrozone and applying Glycozone, 
with such marked benefit that on this, the 
third day of treatment, she is almost well. 

In concluding, Professor Grube states: “I 
can not refrain from referring to the case 
of a prominent city official who had an un- 
usually severe attack of la grippe. All the 


structures of the nasal cavities were in-’ 


volved in a severe acute catarrh, which 
progressed to the stage of suppuration. 
Enormous quantities of pus were secreted, 
and the location and intensity of the pain 
led us to fear involvement of the antrum. 
However, the free use ‘of Hydrozone solu- 
tion by spraying, and the application of 
Glycozone soon cleared up the cavity, and 
in a few days complete cure resulted.” 


OF KNOWN VALUE. 

Planten’s Capsules and Perloids of San- 
dal Oil continue to hold their place in the 
affection of those who treat genito-urinary 
troubles. If you are not thoroly familiar 


with them write for literature to H. Plan-. 


ten & Son., New York City. 


A MANDAMUS. 

Dr. W. H. Mayfield has applied for a 
mandamus from the district court com- 
pelling reinstatement in the St. Louis Medi- 
cal Society. As he was “tried” in secret 
session, and his attorney excluded from 
the room, it is probable he will win the 
suit. 


APPLY IT RIGHT. 

You may have the right medicine for 
your lung patient, but what good avill it 
do if you can’t apply it to the right place? 
The Eureka Nebulizer will enable you to 
do it. See adv. elsewhere. 


THE FOUR KINDS. 
“Yes, that’s Dr. Bloggs.” 
“Allopath, homeopath, horse or divin- 
ity ?’—Indianapolis Journal. 


APPRECIATION. 
Mauve—That is not my best work. I 
only painted it to keep the wolf from the 
door. 
His friend—Hang it out. It will be a 
success.—Harper’s Bazar. 


A SURGICAL SCHOOL. 

Prof. A. C. Bernays, of St. Louis, Mo., 
has resigned his chair in the Marion-Sims 
College of Medicine, and will devote three 
and one half hours each day in the future 
toward teaching practical surgery to pri- 
vate classes of graduates in medicine. De- 
tails and prospectus can be had by ad- 
dressing his manager, Dr. Frank M. Floyd, 
612 Union Trust building, St. Louis, Mo. 


GYNECOLOGICAL MEETING. 

The American Association of Obstetri- 
cians and Gynecologists will hold its 
twelfth annual meeting in the assembly 
room of the Denison House, Indianapolis, 
Ind., Tuesday, Wednesday and Thursday, 
September 19, 20 and 21, 1899. 


HONOR TO A SOUTHERN SURGEON 

Dr. W. E. B. Davis, of Birmingham, Ala., 
was elected chairman of the section of 
gynecology and obstetrics at the recent 
meeting of the American Medical Associa- 
tion. 


OUT OF ITS TROUBLE. 

The Kenutcky School of Medicine is at 
last out of its legal tangle, and will resume 
lectures in January, under the deanship of 
Dr. W. H. Wathen. ~ 


DESERVING OF TRIAL. 

If you have never tried Syrupus Robor- 
aus as a tonic during convalescence follow- 
ing operations you should try it. It is an 
elegant preparation of syrup of hypophos- 
phites compound with quinine, manganese 
and strychnine. Samples will be sent upon 
application to Arthur Peter & Co., Louis- 
ville, Ky. 


-MICAJAH’S WAFERS IN PROLAPSUS 


UTERI. 

“Having used Micajah’s Uterine Wafers 
for the past five years in a great number 
of cases of prolapsus uteri, and not failing 
to cure each case treated with them, I have 
discarded the use of all pessaries and place 
my sole reliance upon the wafers, with the 
result above mentioned. They are worthy 
of a trial by every practitioner.” 

M. A. WHEELER, M. D., 
; Troy, N. Y. 
Physician and Surgeon to Rensselaer Coun- 
ty Hospital. 
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“THE PASSING OF PLASTER-PARIS.”’ 
SPLINTS THAT ARE 


UP-TO-DATE. 
DePUY’S Adjustable Fiber Splints. 


No more Malpractice Suits. 
No more Plaster-Paris. 
No more Whittling. 


No more “Kicking” about not being able to afford a Set of Splints. 
The laity prefer a physician who uses a properly moulded splint. The lightest and strongest splint made. 
Can be made to fit by heating them overa stove, or any other means at hand, hot water, etc. 
Sold in Sets, covering Infant, Children, and adult sizes, at two-thirds less than any other first-class splint 
made. Will last you a lifetime. Set No. 1, complete, 43 pieces; Set No. 3, 41 pieces. Special orders for 
jackets, etc., given prompt attention. 
Send for pamphlet of information, and be convinced of the superiority of the goods. 


GEO. L. WARREN & CO., Niles, Mich. 


SOLE AGENTS FOR THE UNITED STATES. 


TRADE, 


The only Battery which Generates the Proper Current 


for Medical Treatment. 
CLEAN! DURABLE! 
HIGHLY EFFICIENT 
Whatever make of instruments you use, insist upon the 


Axo Cells being furnished with them. 


The current given off by this cell is of remarkable value in electro-medica 
treatment. As a therapeutic agent, it possesses an efficiency altogether unique and 
peculiar to itself, and which is not attainable from any other known electrical 
source. Asa stationary Battery for office practice it has no equal in the world. 
Always ready for work without trouble or preparation. 


THE LECLANCHE BATTERY CO., 


111 to 117 E, 131st Street, NEW YORK. 


Improved Rubber Foot 
With Adjustable Ankle 
Joint. 


ARTIFIGIAL 


LIMBS. 


SEND FOR CIRCULAR 


E. A. CHAPMAN, 
2N. 4th St. 
St. Louis, Mo. 


DR. H. E. PEARSE, 
SURGEON. 


1018 E. 15th Street, KANSAS CITY, MO. 
Office Hours, 8to5 P. M. 


An Aseptic Hypodermic 


Which will not get out of order. 


Price, $2.50. 


WM. G. WALTON, 
1609 Erie Ave., Phila. 


Send for quotations on Instruments and 
Supplies. 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


} James Moores Ball, M. D., 


DR. EMORY LANPHEAR, 


PRACTICE LIMITED TO 


SURGERY AND GYNECOLOGY, 


4049 Finney Ave., + St. Louis, Mo, 


Dr. G. Howard Thompson, 
Genito-Urinary and Venereal Diseases, 


ST. LOUIS, MO. 


Crawford Building, 


WELLINGTON BURKE, M. D. 


Practice Limited to 
€=Diseases of the Rectum and Anus.<3 
. Lindley Building, 315 W. Sixth Street, 
LOS ANGELES, CAL. 


A. H. CORDIER, M. D., 


PRACTICE LIMITED TO 


“> ABDOMINAL SURGERY AND DISEASES OF WOMER, < 


RIALTO BUILDING, 
City, Mo, 


JOHN MCCLINTOCK, A.M. M.0,, 


Practice limited to Surgery 
and Gynecology. 
330 Kansas Ave., Topeka, Kansas, 


H. C. CROWELL, M. D., 
Practice Limited to Diseases of Women, 
THE BEST HOSPITAL ACCOMMODATIONS, 


Y. M. C. A. Building, 9th and Locust Sts., 
Office Hours: 2to 5p. m. KANSAS CITY, MO» 


WILLIAM E. McVEY, B.S., M.D., 


Practice limited to 

Laryngology, Rhinology and Diseases 
of the Chest. 

TOPEKA, KANSAS. 


PRACTICE LIMITED TO 


DISEASES OF THE EYE AND EAR. 


Office, 3509 Franklin Avenue, 
St. Louis, Io. 


J. H. THOMPSON, M. D., 


Clinical Professor of Ophthalmology and 
Otology Kansas City Medical College. 


OPHTHALMIC SURCEON, : 
Main Kansas City, Mo 
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